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SECTION 1. SUMMARY OF KEY ACCOMPLISHMENTS OF YOUR CHIP PROGRAM

This section is designed to highlight the key accomplishments of your CHIP program to date toward
increasing the number of children with creditable hedth coverage (Section 2108(b)(1)(A)). This section
aso identifies strategic objectives, performance goas, and performance measures for the CHIP
program(s), as well as progress and barriers toward mesting those gods. More detailed anadysis of
program effectivenessin reducing the number of uninsured low-income children is given in sections that
follow.

1.1 Wha isthe estimated basdline number of uncovered low-income children? Isthis estimated
basdline the same number submitted to HCFA in the 1998 annud report? If not, what estimate
did you submit, and why isit different?

Our estimated basdine number of uninsured, low income (200% of federal poverty level or
less) children is 126,461. Thisis not the estimate submitted to HCFA in our prior report. We
decided to change the methodology used to calculate the number of uninsured children, and
the basdline estimate reported herereflects the new methodology. We have changed our
methodology to move away from using the CPS as the primary data sour ce for determining the
number of uninsured in North Carolina. We made this move for several reasons. 1) The CPS
in North Carolina grosdy under counts the number of children in the Medicaid program. Our
new methodology allows usto use actual M edicaid enrollment data. 2) The March 1999 CPS
did not include a question on whether children had coverage under NC’s Health Choice
program. Therefore, we used actual Health Choice enrollment data. 3) Because of the small
sample, the CPS was gener ating number sthat were clearly impossible. For example,
according to the CPS there were 131,277 total children in the state who were under age 6 and
had incomes at 100% of the federal poverty leve or less. In fact, in the Medicaid program
alone, there wer e 204,996 children in that same age and income bracket. In addition, although
our original estimate was based on two-year aver ages of CPS data, when the CPSisused in
our new methodology, three years are aggregated. Werecognize that HCFA usesthree-year
averages, and we think that isa more appropriate use of the data, given the very small
number of sampled children in our state. Also, thetimefor pulling M edicaid numberswas
changed from a point-in-timein September to alookback to the month of September in one
year tothe March of the next. In thismanner, retroactive enrollments are also included in the
total Medicaid count.

Developed by the National Academy for State Health Policy Page 2



1.1.1 What arethe data source(s) and methodology used to make this estimate?

Data sour ce and methodology used to make this estimate: The number of uninsured was
estimated for children in 6 age/income cells—age was divided into two categories (lessthan 6
and 6-18 year s old), and income was divided into three categories (lessthan or equal to 200%
FPL, 201-300%, and greater than 300%). In each age category, the total number of children
was based on 1997 data from the Office of State Planning. These numberswere distributed
acr oss the income cdlls within each age category based on the income distribution found in the
combined 1995, 1996, and 1997 CPS. Subtracted from the total number of children wasthe
actual number of Medicaid digiblesin the month of September 1997 (pulled from the DRIVE
query in March 2000), and the estimated number of children covered by other, non-M edicaid
sour ces of insurance. Theremainder isour estimate of the number of uninsured. To estimate
the number of children that were cover ed by non-M edicaid insurance, we took the per centage
of non-Medicaid children in that agelincome cdll in the 1995,1996, and 1997 CPS who were
cover ed by other forms of insurance, and applied that per centage to the total number of non-
M edicaid children (based on actual M edicaid eligibles and OSP population numbers) in the
cell.
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Insurance Status of North Carolina Children, 1997-1999

EEY 1999

LE 200% %| 201-300% % GT 300% Sub Total Total

<6 Medicaid 224579 85.0% 203 0.2% 563 0.2% 225,346 36.4%
Health Choice 12,502 4.7% 3 0.0% 12,505 2.0%
Other insurance 16,014 6.1% 98,599 82.7% 221,854 94.3% 336,469 54.4%
Uninsured 11,000 4.2% 20,424 17.1% 12,362 55% 44287 7.2%
Total children 264,096 100.0% 119,230 100.0% 235,280 100.0% 618,607 100.0%
6-18 Medicaid 272,660 49.0% 82 0.0% 136 0.0% 272,878 20.4%
Health Choice 44,338 8.0% 7 0.0% 0 0.0% 44,345 3.3%
Other insurance 131,354 23.6% 207,609 82.7% 501,585 94.3% 840,549 62.8%
Uninsured 108,081 19.4% 43,339 17.3% 30,262, 5.7% 181681 13.6%
Total children 556,432 100.0% 251,037 100.0% 531,983 100.0% 1,339,454 100.0%
Total Medicaid 497,239 60.6% 285 0.1% 699 0.1% 498,224, 254%
Total Health Choice 56,840 6.9% 10, 0.0% 0 0.0% 56,850 2.9%
Total other insurance 147,368 18.0% 306,208 82.7% 723,439 94.3% 1,177,017| 60.1%
Total Uninsured 119,081 145% 63,763 17.2% 43,125 5.6% 225969 11.5%
Total children 0-18 820,528 100.0% 370,266 100.0% 767,263 100.0% 1,958,061 100.0%

EEY 1997

LE 200% %| 201-300% % GT 300% Total %

<6 Medicaid 226,281 77.3% 68 0.1% 68 0.0% 226,418 37.0%
Other insurance 42,930 14.7% 99,878 84.8% 187,928 93.0% 330,737 54.0%
Uninsured 23,361 8.0% 17,903 15.2% 14,058 7.0% 55322 9.0%
Total children 292572 100.0% 117,849 100.0% 202,054 100.0% 612,477 100.0%
6-18 Medicaid 264,789 51.6% 26 0.0% 54 0.0% 264,870 20.6%
Other insurance 145,274 28.3% 198,220 84.0% 510,938 94.8% 854,432 66.3%
Uninsured 103,100 20.1% 37,840 16.0% 28,140 5.2% 169080, 13.1%
Total children 513,162 100.0% 236,086 100.0% 539,131 100.0% 1,288,382 100.0%
Total Medicaid 491070 60.9% %] 0.0% 122 0.0% 491286 25.8%
Total other insurance 188204 23.4% 298098, 84.2% 698865 94.3% 1185167 62.3%
Total Uninsured 126461 15.7% 55743 15.7% 42198 57% 224402 11.8%
Total children 805735 100.0% 353935 100.0% 741185 100.0% 1900855 100.0%
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1.1.2 What isthe Stat€' s assessment of the rdliability of the basdine estimate? What are the limitations
of the data or estimation methodology? (Please provide a numerica range or confidence
intervasif avalable)

With our revised methodology, we know the M edicaid numbersto be true, and have high
confidencein the accuracy of the population estimates from the Office of State Planning.
Unfortunatdy, the estimate of the number of uninsured children also relies on the CPS
estimate of the number of children with coverage by non-M edicaid forms of insurance.
Because of the problemswith the CPS discussed on 1.1, we do not have complete confidence
in the accuracy of these estimates, but at thistime do not have an alter native sour ce of data.

1.2 How much progress has been made in increasing the number of children with creditable health
coverage (for example, changesin uninsured rates, Title X X1 enrollment leves, estimates of
children enrolled in Medicaid as aresult of Title XXI outreach, anti-crowd-out efforts)? How
many more children have creditable coverage following the implementation of Title XXI17?
(Section 2108(b)(1)(A))

North Carolina has made considerable progressin increasing the number of children with
creditable health coverage. Between 1997 and 1999, there has been a 7,380 reduction in the
raw number of low income uninsured children under age 18. Without the stat€' s recent efforts
to expand health insurance cover age for low income children, there would likely have been an
increasein the number of uninsured children. Between 1997 and 1999, for example, the

per centage of uninsured children with incomes between 201-300% of the federal poverty
guiddinesincreased from 15.7% to 17.2%. |f the percentage of uninsured for children with
incomes below 200% of the federal poverty guidelines had followed these same trends, we
would have anticipated that there would have been 141,623 uninsured children in 1999 (or
22,542 mor e than we estimate). However, we could reasonably have anticipated a larger
increase in the uninsured among lower income families, as they have historically have had the
greatest risk of being uninsur ed.

The gains have aimost all been through the NC Health Choice program. Between 1997 and
1999, the overall per centage of low income children birth through age 18 who received

M edicaid remained constant (approximately 61%). At the sametime, the per centage of
children with other health insurance cover age dropped (from 23.4% in 1997 to 18.0% in
1999). NC also experienced a decrease in the percentage of children with other health
insurance coverage for children with family incomes between 201-300% of the federal poverty
guidelines (from 84.2% in 1997 to 82.7% in 1999). A study conducted by the Cecil G. Sheps
Center for Health Services Research at the University of North Carolina at Chapd Hill
estimatesthat very little of the drop in private health insurance cover age among low income
families was due to the crowd-out effect (see answer to question 3.6.2). Based on their study,
it isreasonable to assumethat all or almost all of the 56,840 children covered by NC Health
Choicein September 1999 would have been uninsured but for the Health Choice program.

1.2.1 What are the data source(s) and methodology used to make this estimate?
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Data sour ce and methodology used to make this estimate: The methodology used to generate
the estimate of 1999 number of uninsured children was the same as the new methodology for
1997 reported in 1.1.1, except that actual NC Health Choice enrollment number s wer e added
into the calculations. The number of uninsured was estimated for children in 6 agelincome
cells—age was divided into two categories (lessthan 6 and 6-18 years old), and income was
divided into three categories (less than or equal to 200% FPL, 201-300%, and greater than
300%). In each age category, thetotal number of children was based on 1999 population
estimate from the Office of State Planning. These numberswer e digtributed acrossthe
income cells within each age category based on the income distribution found in the combined
1997, 1998, and 1999 CPS. We subtracted: 1) the actual number of Medicaid digiblesin the
month of September 1999 (pulled from the DRIVE query in March 2000), 2) the actual
number of NC Health Choicedigiblesin the month of September 1999 (pulled from the
DRIVE query in March 2000), and 3) the estimated number of children covered by other, non-
M edicaid sources of insurance. Theremainder isour estimate of the number of uninsured.
To estimate the number of children that were covered by non-Medicaid insurance, we took the
per centage of non-Medicaid children in that age/income cell in the 1997,1998, and 1999 CPS
who wer e covered by other forms of insurance, and applied that percentageto the total
number of non-M edicaid, non-Health Choice children (based on actual Medicaid and NC
Health Choice€eligibles and OSP population numbers) in the cell.

1.2.2 Wha isthe Stat€' s assessment of the rdiagbility of the estimate? What are the limitations
of the data or estimation methodology? (Please provide a numerica range or
confidence intervasif available)

Seetheanswer to1.1.2

1.3 What progress has been made to achieve the Stat€' s strategic objectives and performance goals
for its CHIP program(s)?

Please complete Table 1.3 to summarize your State' s strategic objectives, performance gods,
performance measures and progress towards meeting gods, as specified in the Title XXI State
Plan. Be as specific and detailed as possible. Use additional pages as necessary. Thetable
should be completed as follows:

Columnl Ligthe State’s strategic objectives for the CHIP program, as spedified in the
State Plan.

Column2  Ligt the performance gods for each strategic objective.

Column 3:  For each performance god, indicate how performance is being measured, and
progress towards meeting the god. Specify data sources, methodology, and
specific measurement gpproaches (e.g., numerator, denominator). Please
attach additiond narraive if necessary.
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Table 1.3

) ) ©)

Strategic Objectives | Performance Goals for Performance Measures and Progress
(esspecifiedin Title each Strategic Objective (Specify data sources, methodology, numerators,
XX| State Plan) denominators, etc.)

OBJECTIVESRELATED TO REDUCING TH

E NUMBER OF UNINSURED CHILDREN

To reduce the number
of uninsured children
living in families with
incomes below 200%
of the federd poverty
guiddines

The number of uninsured
children in familieswith
incomes below 200% of
the federd poverty line will
be reduced by 35,000
children in thefirst year of
operation

Data Sources. NC Hedth Choice enrollment data
Methodology: Actud NC Hedth Choice enrollment numbers
Numerator: NA

Denominator: NA

Progress Summary: There were 56,850 children who were
eligible for NC Hedlth Choicein September 1999. Most of
these children would have been uninsured, but for the creation

of the NC Health Choice program. See questions 1.2.1 and
3.6.2 (the question addressing crowd-out).

OBJECTIVESRELATED TO CHIP ENROLLMENT

To amplify digibility
intake process for
both Title XXI and
Title X1X children's
programs.

At least 50% of the Title
XXI gpplications will occur
through mall in or & non-
traditiond Stesin the first
year

Data Sources. Eligibility Information Syslem NC Hedlth
Choice/Medicaid approved applications by source

Methodology: Applications are coded according to the source
of the gpplication. There are three categories: traditional DSS
office, non-traditiona mail in gpplication and county hedlth
department gpplication.

Numerator: number of applications received through hedth
departments and by mail 14,378 cases*

Denominator: total 40,467 cases®

Progress Summary: 35% of the NCHC applications occurred
through non-traditional sources. Expectations are that as those
above 150% FPL increase participation in the program, the
rate of gpplications through non-traditiona sources will grow.

(average children per case 1.5)
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OBJECTIVESRELATED TO INCREASING MEDICAID ENROLLMENT

Toincrease Medicad
enrollment

CHIP outreach will attract
more children to the
Medicaid program.

Data Sources. September 1997 and 1999 Medicaid
enrollment data (from DRIVE)

Methodology: Percentage of Medicaid digibles below 200%
of FPG was cdculated by taking actuad Medicaid enrollment
figures by age for September 1997 and 1999, and dividing it
by state population estimates for children with the same
income and age. In each age category, the total number of
children was based on 1997 or 1999 population estimate from
the Office of State Planning. These numbers were distributed
across the income cells within each age category based on the
income distribution found in combined three-year average
CPSdigtribution (1997: 1995-1997; 1999: 1997-1999).

Numerator: 1999: 224,579 (<6)
272,660 (6-18)
497,239 (total <19)

1997: 226,281 (<6)
264,789 (6-18)
491,070 (total <19)

Denominator: 1999: 264,096 (<6)
556,432 (6-18)
820,528 (total <19)

1997. 292,572 (<6)

513,162 (6-18)

805,735 (total <19)
Progress Summary: The tota number of Medicaid digible
children increased between 1997 and 1999 from 491,070
(1997) to 497,239 (1999), although the percentage of low
income children (<200% FPL) remained relatively congtant
(61%). North Carolina showed an incresse in the percentage
of younger children under age 6 covered by Medicaid (from
77.3% in 1997 to 85.0% in 1999), but adight decreasein the
percentage of older children ages 6-18 (from 51.6% in 1997
t0 60.6% in 1999).

The numbers of Medicaid children in our Medicdly Indigent
Children (SOBRA) program went up from 231,891 in
October 1998 to 281,373 in October, 1999, an increase of
49,482 children. During the same time period, the children on
TANF went down from 110,976 (under 21) in October of
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1998. By October 1999 the number on TANF under 21 was
86,759 for alossof 24,117.

North Carolina recently made two policy changesto try to
increase the number of children covered through Medicaid: 1)
12-month continuous Medicaid digibility for children, which
started being phased-in in February, 1999 and applied to al
children who become digible for Medicaid after that date; and
2) 24-month trangtiond digibility for families that lose TANF
due to work earnings. Thislatter change, which istargeted to
former TANF families began in October 1999 (after we
measured the 1999 Medicaid child enrollment numbers).

OBJECTIVESRELATED TO INCREASING A

UNMET NEED)

CCESSTO CARE (USUAL SOURCE OF CARE,

To increase awareness
of hedth care
coverage options
through an outreach
campagn

Fully implement Outreach
Plan asoutlined in S.CHIP
Pan

Data Sources: The S-CHIP plan

Methodology: Examinethe list and check off those things that
are completed, need to be completed or have since been
rejected as unnecessary based on the consensus of the
Statewide outreach committee. Examine the impact on
enrollments on a county by county basis.

Numerator: County-by County enrollment numbers
Denominator:: County by County population targets

Progress Summary: Thefirst year of work, usng locad
coditions and targeting families being served in means tested
programs has been very successful. Our second year will focus
on efforts to bring in more in the business community. At the
end of the first year, 58 of the 100 counties were at or above
the state average of 71percent of tota projected digible
population enrolled. County ranges were from ahigh of 176%
inasmdl, rurd eastern county to alow of 38% inasmal, rurd
FPiedmont county. Only four counties enrolled fewer than 50%
of their estimated digible population. 18 counties enrolled
more than 100% of their estimated digible population.

(see atachments)
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OBJECTIVESRELATED TO USE OF PREVENTIVE CARE (IMMUNIZATIONS, WELL-CHILD

CARE)

To encourage The average number of
utilization of preventive | vists per enrolled child will
hedlth care services equal or exceed Title X1X

rates
Toincresse child
hedth screenings At least 50% of enrolled
among enrolled Title XXI children will be
children screened in the first year

with 80 percent of enrollees
screened in five years.

Data Sources: The Title XIX participation rate in preventive
hedlth services for North Carolinais 54% according to the
HCFA 416 for ffy 1998.

Methodology:
Numerator:
Denominator:

Progress Summary: It is not yet possible to measure
accurately the rate of preventive screenings under Hedlth
Choice, nor to make comparisons with Medicaid for at least
two reasons. (1) Because Hedlth Choice uses the Blue Cross
CPT coding system, there is no single, digtinct code for
screening asthereisfor Medicaid. Thus, there is under-
reporting under Hedlth Choice. In addition, if a child comesin
with a problem under Hedlth Choice, the provider islikely to
code a"sck" vist, even though the criteria of a preventive
screen were met. Thus, an additional source of under-
reporting. (2) With only one year's experience and
dramaticaly increasing enrollment during the year, it is not yet
possible to determine accurately the number of children in the
screening target. Indeed, the largest percentage of childrenin
Hedth Choice are in age groups that are not scheduled to be
screened annualy. Thus, we need another year's experience to
cregte a more accurate "denominator”.

Nevethdess, it is dear that maintaining a high preventive
screening rate under Hedth Choice will be more difficult than
for Medicaid. The latter program uses a PCCM delivery
system, has a statewide reminder system, and utilization
enhancement gtaff (Headth Check Coordinators) in most areas
of the state. Hedlth Choice has none of these. A periodic
newdetter to families encouraging the use of preventive care is
under congderation. enrollees urging them to get preventive
hedth vists,
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OTHER OBJECTIVES

Data Sources:
Methodol ogy:
Numerator:

Denominator:

Progress Summary:
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SECTION 2. BACKGROUND

This section is designed to provide background information on CHIP program(s) funded through Title
XXI.

2.1 How are Title XXI funds being used in your State?

2.1.1 Ligdl programsin your State that are funded through Title XXI. (Check dl that
aoply.)

___ Providing expanded digibility under the State’' s Medicaid plan (Medicad CHIP
expansion)

Name of program:

Date enrollment began (i.e., when children first became digible to receive
services):

_X_ Obtaining coverage that meets the requirements for a State Child Hedlth Insurance
Plan (State-designed CHIP program)

Name of program: _NC Hedlth Choice for Children

Date enrollment began (i.e., when children first became digible to receive
sarvices): _October 1, 1998

____ Other - Family Coverage

Name of program:

Date enrollment began (i.e., when children first became digible to receive
services):

____ Other - Employer-sponsored Insurance Coverage

Name of program:

Date enrollment began (i.e., when children first became digible to receive
services):

___ Other - Wraparound Benefit Package
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Name of program:

Date enrollment began (i.e., when children first became digible to receive
services):
____ Other (specify)

Name of program:

Date enrollment began (i.e., when children first became digible to receive
services):

2.1.2 If State offersfamily coverage: Please provide a brief narrative about requirements
for participation in this program and how this program is coordinated with other CHIP
programs. N/A

2.1.3 If State hasa buy-in program for employer-sponsored insurance: Please provide
abrief narrative about requirements for participation in this program and how this
program is coordinated with other CHIP programs._N/A

2.2  What environmentd factorsin your State affect your CHIP program?
(Section 2108(b)(1)(E))

2.2.1 How did pre-exigting programs (including Medicaid) affect the design of your CHIP
program(s)?

The NC Health Choicefor Children program was designed by the North
Carolina General Assembly from elements from the dependent cover age of
the North Carolina Teachers and State Employees Comprehensive M ajor
Medical Plan and Medicaid. In the compromise worked out by the General
Assembly and by Governor Hunt, the decision was made that special needs
children had to be covered to the M edicaid ssandard and that dental, vision
and hearing had to be added to the State Employees Health Plan dependent
cover age package to make the benefit equivalent to M edicaid.

Onefactor in the design of North Carolina’s program isthat North Carolina’s
Teachers and State Employees Comprehensive Major Medical Plan is
offered to state employees so they can purchase at full cost a health insurance
program for their children, but no state or other public funds underwrite that
program, therefore state employees and teachers children in North Carolina
who met the uninsurance criteria (Sx monthsuninsured for thefirst Sx months
of the program, two months uninsured after April 1, 1998) areédigiblefor NC
Health Choicefor Children.

2.2.2 Wereany of the preexisting programs “ State-only” and if so what has happened to that
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program?

X Nopre-exising programswer e “ State-only” Theredid exist a Caring
Program for Children which was operated through private donations and a very
limited state appropriation. It was managed by a board and went out of
business on September 30, 1998. At its peak, it served 8,000 children. All of
these children wer e permitted to enter the NC Health Choice for Children
program with no waiting period.

____ Oneor more pre-exigting programs were “ State only” 'Describe current status of
program(s): Isit il enrolling children? What isits target group? Wasit folded
into CHIP?

2.2.3  Describe changes and trends in the State since implementation of your Title XXI
program that “ affect the provison of accessible, affordable, quaity hedth insurance
and hedthcare for children.” (Section 2108(b)(1)(E))

Examples arelisted below. Check dl that apply and provide descriptive narrative if
gpplicable. Please indicate source of information (e.g., news account, evauation
study) and, where available, provide quantitative measures about the effects on your
CHIP program.

X __Changesto the Medicaid program

____Presumptive digibility for children
___ Coverage of Supplementa Security Income (SS1) children
__X_Provison of continuous coverage (specify number of months 12 )
____Elimination of assetstedts
_X___ Elimination of face-to-face digibility interviews (permitted,

not required for children)
___Easing of documentation requirements

_X___Impact of wefare reform on Medicaid enrollment and changesto AFDC/TANF
(specify) We originally saw the reduction of some 28,000 M edicaid
children asa result of losing TANF coverage. The NC Division of
Medical Assistance is making targeted effortsto reenroll these children
through direct mail and other mechanismsfor finding them.

X_ Changesin the private insurance market that could affect affordability of or
accessihility to private hedth insurance

Hedth insurance premium rate increases

Legd or regulatory changes related to insurance

Changesin insurance carrier participation (e.g., new carriers entering
market or existing carriers exiting market)

Changesin employee cogt-sharing for insurance

Availability of subsdiesfor adult coverage
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_ X Other (specify) 1) Our _estimates show that the per cent of children
with incomes between 201-300% of the federal poverty level who
have insurance has decr eased from 84.2% in 1997 to 82.7% in
1999, suggesting that ther e are some changes occurring in the
private market that are negatively affecting affordability.
(Evaluation by Cecil G. Sheps Center for Health Services
Resear ch (UNC-CH)

___ Changesin the ddlivery system

Changes in extent of managed care penetration (e.g., changesin HMO,
IPA, PPO activity)

Changes in hospita marketplace (e.g., closure, conversion, merger)
Other (specify) _According to the NC Department of | nsurance and
the Cecil Sheps Center for Health Statistics there have been no
substantive changesin the ddivery syssem. HMO rateswere
increased by a very large per centage, but not outside the national
norm in terms of actual dollars.

___ Deveopment of new hedlth care programs or services for targeted low-income
children (specify) None known.

__ X Changesin the demographic or socioeconomic context
_ X Changesin population characterigtics, such as racia/ethnic mix or

immigrant datus (gpecify) We are hearing reportsfrom all over
North Carolinathat our Hispanic population is growing
exponentially. We are hearing that numbers of e ementary schools
are now mor e than 50 percent Hispanic in eastern and central
North Carolina. Thereisno CPS data to support these
observations. CPS data would indicate that Hispanics comprise
about 2 percent of the overall population. We currently have a 5%
Hispanic participation in our program. We do not have a measure
to tdl usif we are adeguatdy penetrating this market.

Changes in economic circumstances, such as unemployment rate (Specify)
none known.

_X__ Other (specify) The overall population of North Carolina has been
growing.. According to estimates from the Office of State Planning
North Carolina has had a 3 percent growth of children under the
age of 19 from 1997 to 1999.

___ Other (specify)

Developed by the National Academy for State Health Policy Page 15



SECTION 3. PROGRAM DESIGN

This section is desgned to provide a description of the dements of your State Plan, including digibility,
benefits, delivery system, cost-sharing, outreach, coordination with other programs, and anti-crowd-out
provisons.

3.1 Whoisdigble?
3.1.1 Describethe sandards used to determine digibility of targeted low-income children for

child hedlth assistance under the plan. For each standard, describe the criteria used to
apply the standard. If not applicable, enter “NA.”

Table 3.1.1
Medicaid State-designed CHIP Program Other CHIP
CHIP Expansion Program*
Program
Geographic area served by The state of North Carolina
the plan
(Section 2108(b)(1)(B)(iv))
Age 0-18
Income (define countable Up to 200% of thefederal poverty
income) level. Countable income consists of
gross ear nings minus allowable
deductions and disregards of income
aswell as sour ces of unear ned
income. Allowable deductions
include $90 (monthly) for business
deductions, $175 (over age 2) or
$200 (under age 2) (monthly) for
child care costs (by child). County
can deduct amounts paid for court
ordered child support to children not
living in the home. Other sour ces of
unearned incomeinclude Veteran's
Benefits, Retirement benefits,
unemployment insurance, worker’s
compensation, dividendsand interest
from stocks and bonds, etc.
Resources (including any N/A
standards relating to spend
downs and disposition of
resources)
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Residency requirements

Resident of State of NC

Discbility satus N/A

Accessto or coverage under First sx months of the program—a
other hedlth coverage sx-month waiting period; After April
(Section 2108(b)(1)(B)()) 1, 1999 a two month waiting period
Other standards (identify and Must be a citizen or qualified alien;
describe) not incarcerated, not in alongterm

for Medicaid.

carefacility or psychiatric
hospital/ingtitution, uninsured (six
months from October 1, 1998 to
March 30, 1999; two months from
April 1, 1999 forward), state
resident, under age 19, and indligible

*Make a separate column for each “ other” programidentified in Section 2.1.1. Toadd a
column to a table, right click on the mouse, select “ insert” and choose “ column” .

3.1.2 How often isdigibility redetermined?

Table 3.1.2

Redetermination Medicaid CHIP State-designed Other CHIP Program*
Expansion Program CHIP Program

Monthly

Every sx months

Every tweve months X

Other (specify)

*Make a separate column for each “ other” program identified in Section 2.1.1. To add acolumnto a
table, right click on the mouse, sdlect “insert” and choose “column”.

3.1.3 Isdigibility guaranteed for a specified period of time regardless of income changes?
(Section 2108(b)(1)(B)(Vv))

_ X _Yes® Which program(s)? _NC Health Choicefor Children

No

3.14  Doesthe CHIP program provide retroactive digibility?

For how long?

12 months
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__Yes ° Which program(s)?

How many months |ook-back?
_X__No

3.1.5 Doesthe CHIP program have presumptive digibility?
____Yes ° Which program(s)?
Which populations?

Who determines?
_X_No

3.1.6 Do your Medicaid program and CHIP program have ajoint gpplication?

_ X _Yes © Isthejoint gpplication used to determine digibility for other State
programs? NO If yes, specify.
___No

3.1.7 Evduate the strengths and weaknesses of your eligibility determination processin
increasing creditable hedth coverage among targeted low-income children
Strengths of eligibility process. one digibility worker examines the application
and determinesif the child is dligible for Medicaid or S-CHIP in one digibility
review, this shortensthe timeinvolved and the potential for error. Shorter &
smpler form that can be mailed in or submitted to health department or social
services office provides mor e options for citizens and ease of access.
Publication of the application in Spanish has asssted Hispanic citizensin
accessing the system. Toall free number to accessthe form has madethe
process smpler.
Weaknesses of eligibility determination process. Requirements of the self-
employed that they must submit a year’sworth of business records has proven
cumber some and has appar ently caused some potential applicantsto fail to
completetheir forms. Thereguirement of a $50/$100 enrollment feeisthe
leading cause of denied applications. Counties also report that attemptsto
collect the fee (and the one-month’s worth of pay stubs) slow the process and
cost morein timethan the money collected. Thereisalso a need to retool the
thinking of igibility workersinto a form of insurance agent. The reguirement
of atwo-month waiting period with no insurance has reportedly presented a
har dship on families of special needs children who may be severey
underinsured and in need of an adeguate, affordable health insurance program.
Each of these concernsis now under examination.
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3.2

NOTE:

3.1.8 Evduate the strengths and weaknesses of your eligibility redetermination processin
increasing creditable health coverage among targeted low-income children. How does
the redetermination process differ from theinitid digibility determination process?

Strengths. There are few differencesin redeter mination and determination. The same

form isused and is mailed to the family during the process. The family is asked to fill

out theform, Sgn it and return it with any appropriate paperwork. A strength of there-
enrollment processisthe automated notification of need to reenroll. The Eligibility

I nformation System recognizes end of enrollment period and automatically sendsre-

enrollment form to family. Only the last month of the reporting year wasinvolved in

redetermination. We are still in the process of assessing weaknessesin the systems
and correctiongadjustments that may need to be made.

What benefits do children receive and how isthe dlivery system structured?
(Section 2108(b)(1)(B)(vi))

3.21 Bendits

Please complete Table 3.2.1 for each of your CHIP programs, showing which benefits
are covered, the extent of cost sharing (if any), and benefit limits (if any).

To duplicate atable: put cursor on desired table go to Edit menu and chose “ select”
“table” Oncethetableis highlighted, copy it by sdecting “copy” in the Edit menu and
then “paste’ it under the first table.

Table 3.2.1 CHIP Program Type

Benefit Is Service Cost-Sharing (Specify) Benefit Limits (Specify)
Covered?
(* = yes)
Inpatient hospital services | *
Emergency hospital * $20.00 copay for children in the
services 151% FPL and greater
Outpatient hospital *
Services
Physician services * $5.00 copay for children in the
151% FPL and greater
Clinic services *
Prescription drugs * $6.00 copay for children in the

151% FPL and greater

Over-the-counter
medications

Outpatient laboratory and *
radiology services

Prenatal care

Family planning services *

Developed by the National Academy for State Health Policy Page 19




Inpatient mental health
services

Needs prior approval from
Mental Health Case M anager
before being admitted

Outpatient mental health
services

Up to 26 visits covered in Plan
year without getting prior
approval. Over 26 vists
covered if approved in advance
by the Mental Health Case

M anager

I npatient substance abuse
treatment services

Needs prior approval from
Mental Health Case Manager
before being admitted

Residential substance
abuse treatment services

Needs prior approval from
Mental Health Case M anager
befor e being admitted

Outpatient substance
abuse treatment services

Up to 26 visitscovered in plan
year without getting prior
approval. Over 26 vists
covered if approved in advance
by the Mental Health Case

M anager

Durable medical equipment

Must be medically necessary.
Need prior approval for all
purchases over $250

Disposable medical
supplies

Preventive dental services

Covered for cleaning and
scaling, filings, sealants and
flouride treatments (once every
6 months)

Restorative dental services

Covered for smpletooth
pulling (pulling impacted teeth
are not covered), removal of
part of the nerve (pulpotomy,
and stainless steel crowns)

Hearing screening

Hearing aids

Prior approval necessary

Vision screening

Corrective lenses (including
eyeglasses)

Prior approval needed.
Benefitslimited to one set of
glasses (lenses) or contacts
once every 12 months. Frames
arelimited to one set every 24
months.
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Developmental assessment

Immunizations *

Well-baby visits * Unlimited well-baby visitsup to
1 year of age

Well-child visits * Limited to:

3 visits each year between 1
and 2 yearsof age;

1 visit each year between 2 and
7 years of age;

1 visit every 3 years between 7
and 19 years of age

Physical therapy * Prior approval required when
rendered in the home

Speech therapy * Prior approval required when
given in home or office

Occupational therapy * Prior approval required when
given in the home.

Physical rehabilitation *

Services

Podiatric services *

Chiropractic services * Limited to $2,000 each year

Medical transportation * Must be medically necessary
and prior approval isrequired
for land or air tripsover 50
miles

Home health services * Limited to private duty nursing,
skilled nursing visitsand
services of home care aides
under the direct supervision of
aregistered nurse (RN). Prior
approval required for all home
health services.

Nursing facility * SKkilled nursing facility care
(short-term skilled careto
medically stabilize the child).
Prior approval isrequired.

ICFIMR * Covered with prior approval.

Hospice care * Covered with prior approval.

Private duty nursing * Covered with prior approval

Personal care services

Habilitative services
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Case management/Care * Only availablefor children with

coordination special needs. Prior approval
necessary.

Non-emergency

transportation

Interpreter services

Other (Specify) * Only available for families of

Emergency Respite Care

children with special needs.
Prior approval necessary.

Other (Specify)

Other (Specify)

NOTE: To duplicate atable: put cursor on desired table go to Edit menu and chose “ sdlect” “table.”

Once the teble s highlighted, copy it by selecting “copy” in the Edit menu and then
“pagt€’ it under thefirg table.

Note from North Carolina regarding the benefit structure. The scope, depth and breadth of

the State Employees Plan was gr eater than expected. The addition of vision, dental and

hearing wer einitial challengesthat were successfully met. The key in communicating the

benefits and in receiving suggested changes in the benefits structure was a provider advisory

group comprised of the majority of health disciplines most likely to interact with children.

3.2.2

Scope and Range of Hedlth Benefits (Section 2108(b)(1)(B)(ii))

Please comment on the scope and range of hedlth coverage provided, including the
types of benefits provided and cogt-sharing requirements. Please highlight the level of
preventive services offered and services available to children with specia hedth care
needs. Also, describe any enabling services offered to CHIP enrollees. (Enabling
sarvices include non-emergency transportation, interpretation, individua needs
assessment, home visits, community outreach, trandation of written materids, and other
sarvices designed to facilitate access to care.)

North Carolina Health Choice for Children offersa broad range of benefits.
The benefits are the same as those offered to teachers and state workersplus
vision, dental and hearing and special needs coverage up to the Medicaid
level. Thereisno cost sharing below 150% of the federal poverty level and
only limited cost sharing above 150% of poverty. Cost sharing consists of an
enrollment fee of $50 for one child or $100 for two or more children and co-
payments of $5 for non-preventive visitsto a physician or a clinic, $6 per
prescription drug and $20 for non-emer gency, emer gency r oom use.

Preventive services are recommended to follow the American Academy of
Pediatrics recommendations and ar e provided without copay accor dingly.
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The concept under which the special health careneeds component of the NC
Health Choice for Children Program was developed was to assurethat no child
would be“labded” as special needs. Rather that every child with an initially
denied claim would have that claim internally referred for consderation under
the special needs provision without the provider or parent knowing of this
referral. If thechild’s claim met special needscritiera, it would be paid. The
practice of the program has been that the core plan isrich enough that only
limited referralsto the special needs fund has been necessary.

Children with special health care needs are dligibleto receive all servicesin
the core plan and an additional set of wraparound servicesthat makesthe NC
Health Choicefor Children benefit package equal to the benefit package
under the state Medicaid program. Additional services, equipment and
suppliesthat may be covered for children with special needs through Health
Choiceinclude:

Nutrition therapy

Formulasfor children fed by tube

Aidsfor daily living and personal care

Seating and positioning equipment

Standing and walking aids

Accessbility equipment

Wheded mobility accessories

Miscellaneous supplies (diabetes supplies, enemakits, under pads/diapers,

nebulizer kids)

Augmentative communications devices

For children with mental health, developmental disabilities, and substance
abuse problems, services may include:

Day treatment

High risk intervention

Client behavioral intervention

Case management
The state child health insurance legidation also authorizes the provision of
emergency respite care and service coor dination to children with special health
car e needs. Both of these services have been under development during the
first year of the program operation.

3.2.3 Ddivery Sysem

Identify in Table 3.2.3 the methods of ddlivery of the child hedlth assstance using Title
XXI funds to targeted low-income children. Check dl that apply.
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Table 3.2.3

Type of ddlivery system

Medicaid CHIP
Expansion Program

State-designed
CHIP Program

Other CHIP
Program*

A. Comprehensive risk managed care
organizations (MCOs)

Statewide?

Yes No

Yes X No

Yes No

Mandatory enrollment?

Yes No

Yes No

Number of MCQOs

IO|

B. Primary care case management
(PCCM) program

<
>

C. Non-comprehensive risk
contractors for selected services such
as mentd hedlth, denta, or vison
(specify services that are carved out to
managed care, if goplicable)

D. Indemnity/fee-for-service (specify
servicesthat are carved out to FFS, if
gpplicable)

Statewide

E. Other (specify)

Value Options, a subcontractor of Blue
Cross, Blue Shield of North Carolina case
managesthe program’s mental health
benefit but isnot at risk.

Statewide

F. Other (specify)

G. Other (specify)

*Make a separate column for each “ other” program identified in Section 2.1.1. To add acolumnto a
table, right click on the mouse, sdlect “insert” and choose “column’”.
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3.3 How much does CHIP cost families?

331

includes premiums, enrollment fees;, deductibles, coinsurance/

copayments, or other out-of-pocket expenses paid by the family.)

___No, skipto section 3.4

__ X_ Yes, check dl that gpply in Table 3.3.1

Is cogt sharing imposed on any of the families covered under the plan? (Cost sharing

Table 3.3.1

Type of cost-sharing

Medicad
CHIP Expansion Program

State-designed
CHIP Program

Other CHIP
Program*__

Premiums

Enrollment fee

Yes, for those
above 150%
fpl=$50 for one
child; $100 for
two or more
children oncea
year at thetime
of enrollment

Deductibles

Coinsurance/copayments**

Yes-- $5for
non preventive
physcian’s
visit, $6 for
prescription
drug, $20 for
non emer gency
emer gency
room

Other (specify)

*Make a separate column for each “other” program identified in section 2.1.1. Toadd a
column to atable, right click on the mouse, select “insert” and choose * column”.
**See Table 3.2.1 for detailed information.
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3.3.2

333

334

335

3.3.6

3.3.7

If premiums are charged: What isthe level of premiums and how do they vary by
program, income, family Sze, or other criteria? (Describe criteria and attach
schedule) How often are premiums collected? What do you do if familiesfail
to pay the premium? |s there awaiting period (lock-out) before afamily can
re-enroll? Do you have any innovative gpproaches to premium collection?

If premiums are charged: Who may pay for the premium? Check dl that apply.
(Section 2108(b)(2)(B)(iii))

Employer

Family

Absent parent

Private donations/sponsorship

_ Other (specify)

If enrollment feeis charged: What isthe amount of the enrollment fee and how
does it vary by program, income, family size, or other criteria? For those above
$150% of the federal poverty level, thereisan enrollment fee of $50 for a
child, up to $100 for two or more children. It iscollected at the time of
enrollment as part of the enrollment process.

If deductiblesare charged: What isthe amount of deductibles (specify, including
variations by program, health plan, type of service, and other criteria)?

How are families notified of their cost-sharing requirements under CHIP, including the
5 percent cap? The infor mation is provided at the time of enroliment through
the NC Health Choice Benefits Booklet. Cost sharingisprinted on the NC
Health Choice Card. At thetime of approval for CHIP coverage aletter is
mailed to the family notifying them of their cost-sharing requirements.When a
family hasreached its 5% cap a letter isgenerated from Blue Cross/Blue
Shidd informing them of thisfact and asking them to present the letter to their
providers so they will not have to pay copayments. No family has yet to reach
the 5% limit.

How isyour CHIP program monitoring that annual aggregete cost-sharing does not
exceed 5 percent of family income? Check dl that apply below and include a narrative
providing further details on the approach.

Shoebox method (families save records documenting cumuletive level of cost
sharing)
__X_ Hedth plan adminigration (Hedth plans track cumulative level of cost sharing)

The claims processing system accumulates the copay amounts taken on each claim. When a

claim is processed that meetsthe 5 percent cap, areport isautomatically generated. All the

children’s policiesare marked for theremainder of the benefit period so that future claimsdo

not take any additional copays. A letter isgenerated and sent to the family notifying them
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that they have reached their copay cap and to use the letter as proof when receiving future
Ser vices.

Audit and reconciliation (State performs audit of utilization and cost sharing)
Other (specify)

3.3.8 What percent of families hit the 5 percent cap since your CHIP program was
implemented? (If more than one CHIP program with cost sharing, specify for each
program.)

Since the S-CHIP program was implemented there have not been any familiesthat have met
the cost-sharing cap.

3.3.9 Hasyour State undertaken any assessment of the effects of premiums on participation
or the effects of cogt sharing on utilization, and if so, what have you found?

We do not have premiums; however, we do have an annual enrollment fee of $50 for one child
and $100 for two or more children for those families above 150% of the federal poverty level.
We have found that the leading cause for denial of applications (all income levels) isfor
failureto pay the enroliment fee. Therewere dightly over 4,000 children who wer e denied
during thefirst year of the program for failureto pay enrollment fees.

34  How do you reach and inform potentia enrollees?
34.1 What client education and outreach approaches does your CHIP program use?
Please complete Table 3.4.1. Identify dl of the client education and outreach
approaches used by your CHIP program(s). Specify which approaches are used

(T=yes) and then rate the effectiveness of each approach on ascde of 1to 5, where
1=lesst effective and 5=mogt effective.
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Table 3.4.1

Approach

Medicaid CHIP Expansion

State-Designed CHIP Program

Other CHIP Program*

T=Yes Rating (1-5)

=Yes Rating (1-5)

T=Yes Rating (1-5)

Billboards

2

Brochures/flyers

4

Direct mail by
State/enrolIment
broker/administrative
contractor

—| | 4|

3

Education sessions

_|
I

Home visits by
State/enrollment
broker/administrative
contractor

Hotline

Incentivesfor
education/outreach staff

Incentivesfor enrollees

Incentives for insurance
agents

Non-traditional hoursfor
application intake

Prime-time TV advertisements

Wl Wl N W

Public accesscable TV

Public transportation ads

Radio/newspaper/TV
advertisement and PSAs

Signs/posters

State/broker initiated phone
cdls

Other (specify) local
grassroots outreach
coalitions*

Other (specify)_outreach
workers

(health check coordinators

*Make a separate column for each “ other” program identified in section 2.1.1. To add acolumnto a
table, right click on the mouse, sdlect “insart” and choose “column”.
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Under the leader ship of our statewide outr each committee, North Carolina choseto use a
local grassr oots outr each approach with SCHIP. Each of our 100 counties was asked to form

an outreach coalition led by county social services and public health directorsto pull in a
diverse group of individuals representing public and private NFP agencies, chur ches,
businesses, schools/day car es, health care providers, media, consumers, etc.

L ocal coalitionswer e asked to consider inclusion of representatives from thefollowing groupsin forming their
outreach coalition...

Health Departments

Department of Social Services

Community/Rural/Migrant Health Centers

Private Practice Provider (s)

Hogpital

Mental Health Center

Schools

Child Care (Includes Smart Start Partnership/Child Care Resour ce and Referral/ and/or

Head Start Program).

Family Support Networ k

Business and I ndustry

Chamber of Commerce

Media

Churches

Housing Authority

Other Private Not-For-Profit Community Organizations
Consumers

They wer e also asked to assur e that the coalition was ethnically diver se.

34.2 Where does your CHIP program conduct client education and outreach?

Please complete Table 3.4.2. Identify dl the settings used by your CHIP program(s) for
client education and outreach. Specify which settings are used (T=yes) and then rate the
effectiveness of each setting on ascade of 1to 5, where 1=least effective and 5=most
effective.
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Table 3.4.2

Setting

Medicaid CHIP Expansion

State-Designed CHIP Program

Other CHIP Program*

T=Yes Rating (1-5)

1}
<
®

Rating (1-5)

Rating (1-5)

Battered women shelters

2

Community sponsored events

Beneficiary’ shome

Day care centers

o o b

Faith communities

Fast food restaurants

Grocery stores

Homeless shelters

Job training centers

Laundromats

Libraries

Local/community health centers

Point of service/provider locations

Public meetings/health fairs

Public housing

I e I e e e e e R I A ] .

W W B B[ W] N PPN DN DN W

Refugee resettlement programs

Schools/adult education sites

—
6]

Senior centers

Social service agency

Workplace

Other (specify) _Division of
Motor Vehicles Offices

Other (specify) Not for Profit
Community Agencies such as the

YMCA/YWCA, United Way, etc.

—| | 4| 4
Al Wl W] 01

*Make a separate column for each “other” program identified in section 2.1.1. To add acolumnto a
table, right click on the mouse, sdlect “insert” and choose “column’”.
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343 Describe methods and indicators used to assess outreach effectiveness, such as
the number of children enrolled reative to the particular target population.
Please be as specific and detailed as possible. Attach reports or other
documentation where available.

Mailed monthly updatesto local coalitions, including enrollment data, so they could
evaluate the success of their effortsin relation to other counties and the state.

The Cecil G. Sheps Center for Health Services Resear ch/UNC-CH did a consumer survey
of 1,796 newly enrolled children during 6/99-7/99. With 1,346 returned surveys, they
achieved an 74% responserate. Theresultsarejust now becoming available. The
response to the question, “ How did you learn about NC Health Choice?” is hepful to our
outreach evaluation.

Within thefirst 2-4 months of program implementation, we conducted a coalition survey.
The NC Family Health Resource Line, which isthe State' s Title V/IMCH Hotline, was
utilized for information, referral and advocacy in reation to our SCHIP Program. Reports
from the resour celine provide data on total call volume, age and race/ethnicity of callers,
and how individuals lear ned about theline.

Anecdotal information from local coalition staff about strategiestried and which are most
effective

344 What communication approaches are being used to reach families of varying
ethnic backgrounds?

Through our Duke Endowment Health Choice Minority Outreach Grant, we ar e targeting
outreach to African American, Higpanic L atino, and Native American Communities. What we
arelearning from those projectsisthat outreach is most successfully accomplished when the
message is ddivered personally from someone they trust. The different projects have utilized
door to door canvassing, home visiting, and outr each to community agencies, or ganizations,
health care providers, businesses, media, and churchesthat specifically serve the population
being tar geted.

345 Have any of the outreach activities been more successful in reaching certain
populations? Which methods best reached which populations? How have you
measured their effectiveness? Please present quantitative findings where
avaladle.

In general, it isour belief that North Carolina has done well with SCHIP outreach because the
major thrust was a local grassr oots outreach coalition strategy. Each of the 100 counties was
asked to form alocal outreach coalition with diver serepresentation (see 3.4.1). That strategy
assured that our outreach would be mor e per sonal and tailored to the local community. The
state srole then became one of supporting the local coalitions efforts by providing the
tools... print materials, eectronic media, monthly programmatic and data updates,
consultation/technical assistance, wor kshops, outreach to state and regional or ganizations,
newspaper coverage, newdetter articles, etc.  The most effective outreach strategiesto the
general population, based on consumer and coalition surveys, have been outreach through
schools, child care providers, and public agencies (local departments of social services and
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health especially).

We have been particularly successful in our outreach to families at lower income levels. Our
SCHIP Program isfreefor families < 150% FPL, but adds enrollment fees ($50/child up to
maximum of $100/family) for families >150% FPL Of the children enrolled, 70% arein
familiesbdlow 150% FPL : 30% areabove. Our failureto capture a higher number at the
upper income levels has been attributed to two causes.

The enrollment feeisabarrier and continuesto be the most common reason for a denied
application (30%). This does not include families who choose not to apply dueto the
enrollment fee.

Initially we targeted outreach effortsto families most likely to be digible. Thus, we
focused on children in subsidized child care; children digible for WIC, free and reduced
price school lunch, and other subsidized nutrition programs; children previoudy digible for
M edicaid; children previoudy digible for the Caring Program for Children:; families
applying for public housing; etc. Whilethistargeting in the midst of a general outreach
campaign was appropriate for year one, we are now redirecting effortsto enroll familiesin
higher income levels by doing morepersonal outreach through schools, business and
industry, the provider community, and the faith community.

With regard to targeting outreach to minority populations, we fed that it is most successfully
accomplished when it is:

Per sonal

From someone they trust, preferably of their race.

From their media.

From their own community or ganizations, chur ches, businesses, etc.

Utilizing materials developed with sengitivity to their culture.

Our successin recruiting minority populationsisreflected in enrollment data by race and
through hotline data (although we only recently began collecting demogr aphics on ethnicity).

Theracedisribution of enrolled children:
54% Caucasan; 35% African-American; 5% Hispanic/L atino; 2% Native American; 1%
Asan; 3% Other.

Theracedistribution for the state€' s population:
73% Caucasan; 22% African-American; 2% Hispanic/L atino; 1% Native American. (State

Center)

3.5  What other hedth programs are available to CHIP digibles and how do you coordinate with
them? (Section 2108(b)(1)(D))

Describe procedures to coordinate among CHIP programs, other hedlth care programs, and
non-hedth care programs. Table 3.5 identifies possible areas of coordination between CHIP
and other programs (such as Medicaid, MCH, WIC, School Lunch). Check al areasin which
coordination takes place and specify the nature of coordination in narrative text, either on the
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table or in an atachment.

Table 3.5
Type of coordination Medicaid* Maternal and child health | Other (specify) Other (specify)
Teachers and State
Employees
Comprehensive
Major Medical Plan
Administration *
Outreach *

Eligibility determination

Service delivery

Procurement

*

Contracting

*

Datacollection

*

Quality assurance

The N.C. Divison of Medica
Assistance has incorporated
Hedlth Choice into the
assessment of patient satisfaction
for Medicaid Managed Care
enrollees. The Divisonis
contracting with the University of
North Carolina a Charlotte to
perform the NCQA Consumer
Assessment of Hedlth Plan
Survey (CAPHS) and andyze the
results with comparisons across
al Medicaid managed care
programs and hedlth Choice (see
4.5.1) Oncethe dataiis
accessble within the Divison,
DMA & so plansto produce
utilization data that corresponds
to Medicaid managed care
utilization data

Other (specify)
Special Needs

Other (specify)

*Note: This column is not gpplicable for States with a Medicaid CHIP expansion program only.
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** The Management structure of North Carolina Health Choicefor Children is built
intringcally on coordination among existing agencies. Benefits are managed through the NC
Teachers and State Employees Comprehensive Major Medical Plan County M edicaid offices
and public health agencies establish digibility. The Division of Medical Assistanceis
responsiblefor digibility policy, quality oversight, funds management linkagesto the federal
government. The Division of Public Health’s Title V program isresponsble for outreach and
special needs services. Two separ ate private companies and one public agency deal with
different aspects of information management. Eligibility information is handled through the
Divison of Information M anagement and EDS federal. Claims information is handled through
Blue Cross Blue Shield, claims processing agent for the State Employees Health Plan.
Ongoing cooper ative, coor dinated efforts among all of these entities have been essential to
the successful operation of thisprogram. Teephone, email and at least weekly meetings have
been the mechanisms used for program management.

3.6 How do you avoid crowd-out of private insurance?

3.6.1  Describe anti-crowd-out policies implemented by your CHIP program. If there are
differences across programs, please describe for each program separately. Check all
that apply and describe.

X Hligihility determination process.

_X_Waiting period without hedlth insurance (specify) _Six months waiting period
from October 1, 1998 to April 1, 1999. After April 1, 1999 two months
waiting period

____Information on current or previous hedth insurance gathered on gpplication
(specify)

____ Information verified with employer (oecify)

____ Records match (specify)

X Other (specify) __Survey of new enrollees regarding previous insurance

X Other (specify) __Reports of violator s by insurance companies (BCBYS),
social workers, or providersor othersareturned over tothefraud and
abuse section of the NC Division of Medical Assistance

____ Benfit package design:

____ Berdit limits (spedify)

X Cogt-sharing (pecify) Above 150% fpl $50 enrollment feefor one child;
$100 for two or more children

___ Other (specify)

___ Other (specify)

Other palicies intended to avoid crowd out (e.g., insurance reform):
___ Other (specify)
___ Other (specify)
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3.6.2 How do you monitor crowd-out? What have you found? Please attach any available
reports or other documentation.
Crowd out is difficult to monitor because assessment depends on self-reported
information on prior insurance and therdiability of these dataisnot clear. For the
38.5% of all NCHC enrollees who came straight from Medicaid cover age, crowdout is
not an issue. Using data from a survey of a sample of NCHC enrollees conducted by
the Cecil G. Sheps Center for Health Services Resear ch at the University of North
Carolina at Chapel Hill, very rough estimates of the percent of NCHC enrollees whose
parentsintentionally dropped other health insurance coveragein order for their child to
qualify for NCHC can be made. Specifically, one question in the sample survey asks
why the child’s most recent insurance cover age ended. One possible responseto this
question wasthat the “ child could not have other insurance and sill qualify for NCHC”.
Using the survey sampleresponse to that question and applying it to thetotal NCHC
enrollee population, it would appear that the parents of 0.7% of all enrollees may have
intentionally dropped coverage so their child could qualify. It should be noted that the
data do not allow for control of multiple NCHC enrolleesin one family; it is assumed
that each child’s coverage decision is made independently.

Because of the tendency of survey respondentsto under-report sensitive information,
the estimate of 0.7% crowd-out represents alower bound of thetrue range. The survey
also asked respondents whether they had dropped their child’sinsurance because it was
too expensive or it did not pay for enough services. Aqgaregating affirmative responses
to these two questions with the question regar ding intentional discontinuation of

cover age gives an estimate of an upper bound for therate of crowd-out. Considering
children whose parent (a) cited at least one of the three reasons for dropping health
insurance and (b) dropped their prior coverage within six months or less of thetime they
enrolled in NCHC to meet State requirements, to be those whose insurance was
arquably “crowded-out”, resultsin a less stringently defined “ crowd-out” rate.
Applying this new crowd-out rateto all NCHC enrollees gives an upper bound for the

crowd out rate of 8.3% (source: Rebecca T. Slifkin, Ph.D.
Director, Program on Health Care Economics and Finance
Cecil G. Sheps Center for Health Services Research

CB #7590, 725 Airport Road

Chapel Hill, N.C. 27599-7590
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Section 4. Program Assessment

This section is designed to assess the effectiveness of your CHIP program(s), including enrollment,
disenrollment, expenditures, access to care, and quality of care.

4.1 Who enrolled in your CHIP program?

411 What are the characterigtics of children enrolled in your CHIP program? (Section
2108(b)(1)(B)(i))

Please complete Table 4.1.1 for each of your CHIP programs, based on data from
your HCFA quarterly enrollment reports. Summarize the number of children enrolled
and their characterigtics. Also, discuss average length of enrollment (number of
months) and how this varies by characteristics of children and families, aswel as
across programs.

States are al so encouraged to provide additiona tables on enrollment by other
characterigtics, including gender, race, ethnicity, parenta employment status, parental
marital status, urban/rura location, and immigrant status. Use the same formet as
Table4.1.1, if possible.

NOTE: Toduplicate atable: put cursor on desired table go to Edit menu and chose “sdect” “table.”
Oncethetableis highlighted, copy it by sdecting “copy” in the Edit menu and then “pagtée’ it
under thefirg table.

Source: North Carolina hasused its most current month-end ( 2/29/2000) MM IS Eligibility
Master to prepare both the requested Table 4.1.1 and all the supplemental tablesin
order that data on all tableswill crossfoot.  Enrolleesin North Carolina’s State
Only Program, North Carolina Health Choicefor Children (NCHC), arecarried on
the State MM IS Eligibility master in the samerecord format asany other Title X1 X
digible. Asof 2/29/2000 all case actionsrelated to FFY99 NCHC, but possibly
delayed in those counties most severdy affected by Hurricane Floyd flooding would
have processed. An Enrolleeisdefined as any individual who had at least one day of
NCHC benefit coverage during FFY99. An enrollee who disenrolled, but wasre-
enrolled as of thelast month of FFY 99 isnot counted as a Disenrollee for FFY 99.
Thisis congstent with the definition used for disenrollment in aquarter. The
urban/rural county digtinctions are based on the US Census 1996 metro designations
from their 1998 Area Resour ce File.
(http://www.census.gov/population/estimatesmetr o-city/maupdate.txt)
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Table 4.1.1 CHIP Program Type: State Only Program
North Carolina Health Choice for Children (NCHC)
Age and Income Crosstab

Characteristics Number of children Average number of Number of disenrollees
ever enrolled months of enrollment
FFY 1998 FFY 1999 FFY 1998 FFY 1999 FFY 1998 FFY 1999
All Children N/A 59,542 N/A 6.94 N/A 2,695
Age
Under 1 106 5.81 9
15 13,829 6.61 433
6-12 31,075 7.08 1,151
1318 14,532 6.97 1,102

Countable Income

Leve

At or below 150% 41,679 6.79 2,223
FPL

Above 150% FPL 17,863 7.28 472

Ageand Income

Under 1
At or below 11 4,54 5
150% FPL
Above 150% 95 5.95 4
FPL

1-5
At or below 6,662 6.40 278
150% FPL
Above 150% 7,167 6.80 155
FPL

6-12
At or below 23,841 6.90 1,013
150% FPL
Above 150% 7,234 7.64 138
FPL

Developed by the National Academy for State Health Policy Page 37



13-18

At or below 11,165 6.78 927
150% FPL
Above 150% 3,367 7.58 175
FPL
Typeof plan
Fee-for-service 59,542 6.94 2,695
Managed care
PCCM

The following are additiond tables on enrollment by gender, ethnicity, age, income and urban/rurd

location as carried on our MMIS Eligibility Master. An dpha suffix has been added to identify each

table asindicated in the following ligt:

Table4.1.1.a
Table4.1.1.b
Table4.1.1.c
Table4.1.1.d
Table4.1.1.e
Table4.1.1.f

Table4.1.1.9

Age and Gender Crosstab
Age and Ethnicity Crosstab
Age, Ethnicity, and Income Crosstab
Ethnicity and Income Crosstab
Age, Gender, and Income Crosstab
Ethnicity, Gender, Age, and Income Crosstab
(for counties designated as urban in population density)
Ethnicity, Gender, Age, and Income Crosstab
(for counties designated as rural in population density)
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Table 4.1.1.a CHIP Program Type: State Only Program
North Carolina Health Choice for Children (NCHC)
Age and Gender Crosstab

Characteristics

Number of children

Average number of

Number of disenrollees

ever enrolled months of enrollment

FFY 1998 FFY 1999 FFY 1998 FFY 1999 FFY 1998 FFY 1999
All Children N/A 59,542 N/A 6.94 N/A 2,695
Age
Under 1 106 581 9
1-5 13,829 6.61 433
6-12 31,075 7.08 1,151
13-18 14,532 6.97 1,102
Gender
Male 30,039 6.97 1,283
Femde 29,503 6.91 1,412
Ageand Gender
Under 1
Male 57 5.68 4
Femde 49 5.95
1-5
Male 7,154 6.57 248
Femade 6,675 6.65 185
6-12
Male 15,826 7.11 608
Femade 15,249 7.03 543
13-18
Male 7,002 7.05 1,283
Femade 7,530 6.90 1,412
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Typeof plan

Fee-for-service

59,542

6.94

2,695

Managed care

PCCM
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Table 4.1.1.b CHIP Program Type: State Only Program
North Carolina Health Choice for Children (NCHC)
Age and Race Crosstab

Characteristics

Number of children

Average number of

Number of disenrollees

ever enrolled months of enrollment

FFY 1998 FFY 1999 FFY 1998 FFY 1999 FFY 1998 FFY 1999
All Children N/A 59,542 N/A 6.94 N/A 2,695
Age
Under 1 106 5.81 9
1-5 13,829 6.61 433
612 31,075 7.08 1,151
1318 14,532 6.97 1,102
Ethnicity
Alaskan Native/ 1,193 6.99 48
Native America
Asian/ 768 6.56 42
Pacific Islander
Black, 20,720 6.87 1,109
Not Hispanic
Hispanic 3,176 6.20 110
Other 1,783 6.83 126
White/ 31,902 7.07 1,260
Not Hispanic
Ageand Ethnicity
Under 1
Alaskan Native/ 2 4.50 1
Native America
Asian/ 0 0.00 0
Pacific Islander
Black, 23 5.00 2
Not Hispanic
Hispanic 14 5.64 2
Other 3 7.0 0
White/ 64 6.12 4
Not Hispanic
1-5
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Alaskan Native/ 290 6.70 11
Native America

Asian/ 185 5.94 11
Pacific |slander

Black, 3,301 6.50 122
Not Hispanic

Hispanic 1,438 6.02 43
Other 396 6.50 23
White/ 8,219 6.78 223
Not Hispanic
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Table 4.1.1.b CHIP Program Type: State Only Program
North Carolina Health Choice for Children (NCHC)
Age and Race Crosstab

Characteristics

Number of children

Average number of

Number of disenrollees

ever enrolled months of enrollment

FFY 1998 FFY 1999 FFY 1998 FFY 1999 FFY 1998 FFY 1999
6-12
Alaskan Native/ 592 7.01 13
Native America
Asian/ 396 6.81 16
Pacific Islander
Black, 11,403 6.98 472
Not Hispanic
Hispanic 1,378 6.32 46
Other 974 6.90 67
White/ 16,332 7.23 537
Not Hispanic
13-18
Alaskan Native/ 309 7.32 23
Native America
Asian/ 187 6.64 15
Pacific Islander
Black, 5,993 6.87 513
Not Hispanic
Hispanic 346 6.49 19
Other 410 6.98 36
White/ 7,287 7.07 496
Not Hispanic
Typeof plan
Fee-for-service 59,542 6.94 2,695
Managed care
PCCM
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Table 4.1.1.c CHIP Program Type: State Only Program
North Carolina Health Choice for Children (NCHC)

Age, Race, and Income Crosstab

Characteristics

Number of children

Average number of

Number of disenrollees

ever enrolled months of enrollment
FFY 1998 FFY 1999 FFY 1998 FFY 1999 FFY 1998 FFY 1999

All Children N/A 59,542 N/A 6.94 N/A 2,695
Age
Under 1 106 581 9
1-5 13,829 6.61 433
6-12 31,075 7.08 1,151
1318 14,532 6.97 1,102
Ethnicity
Alaskan Native/ 1,193 6.99 48
Native America
Asian/ 768 6.56 42
Pacific Islander
Black, 20,720 6.87 1,109
Not Hispanic
Hispanic 3,176 6.20 110
Other 1,783 6.83 126
White/ 31,902 7.07 1,260
Not Hispanic
Countable Income
Leve
At or below 41,679 6.79 2,223
150% FPL
Above 150% FPL 17,863 7.28 472
Age, Race, and
Income
Under 1
Alaskan Native/
Native America

At or below 1 1.00 1

150% FPL

Above 150% 1 8.00 0

FPL
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Asian/
Pacific |slander

At or below
150% FPL

0.00

Above 150%
FPL

0.00

Black,
Not Hispanic

At or below
150% FPL

4.00

Above 150%
FPL

20

5.15
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Table 4.1.1.c CHIP Program Type: State Only Program
North Carolina Health Choice for Children (NCHC)

Age, Race, and Income Crosstab

Characteristics

Number of children

Average number of

Number of disenrollees

ever enrolled months of enrollment
FFY 1998 FFY 1999 FFY 1998 FFY 1999 FFY 1998 FFY 1999

Hispanic
At or below 1 1.00 1
150% FPL
Above 150% 13 6.00 1
FPL

Other
At or below 0 0.00 0
150% FPL
Above 150% 3 7.00 0
FPL

White/

Not Hispanic
At or below 6 6.00 1
150% FPL
Above 150% 58 6.13 3
FPL

1-5

Alaskan Native/

Native America
At or below 156 6.42 7
150% FPL
Above 150% 134 6.81 4
FPL

Asian/

Pacific Islander
At or below 100 6.04 10
150% FPL
Above 150% 85 5.83 1
FPL

Black,

Not Hispanic
At or below 1,809 6.35 84
150% FPL
Above 150% 1,492 6.68 38
FPL

Hispanic
At or below 738 6.01 23
150% FPL
Above 150% 700 6.03 20
FPL
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Other

At or below 175 6.39 14
150% FPL
Above 150% 221 6.58 9
FPL

White/

Not Hispanic
At or below 3,684 6.51 462
150% FPL
Above 150% 4,535 6.99 75
FPL
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Table 4.1.1.c CHIP Program Type: State Only Program
North Carolina Health Choice for Children (NCHC)

Age, Race, and Income Crosstab

Characteristics

Number of children

ever enrolled

Average number of
months of enrollment

Number of disenrollees

FFY 1998

FFY 1999

FFY 1998 FFY 1999

FFY 1998

FFY 1999

6-12

Alaskan Native/
Native America

At or below
150% FPL

451

6.90

20

Above 150%
FPL

141

7.36

Asian/
Pacific | slander

At or below
150% FPL

313

6.76

14

Above 150%
FPL

Black,

Not Hispanic

83

7.00

At or below
150% FPL

9,397

6.85

428

Above 150%
FPL

2,006

7.58

Hispanic

At or below
150% FPL

1,103

6.24

40

Above 150%
FPL

275

6.61

Other

At or below
150% FPL

715

6.56

57

Above 150%
FPL

259

7.83

10

White/
Not Hispanic

At or below
150% FPL

11,862

7.03

462

Above 150%
FPL

4,470

7.74

75

13-18

Alaskan Native/
Native America

At or below
150% FPL

223

7.34

28

Above 150%
FPL

86

1.27
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Asian/
Pacific |slander

At or below
150% FPL

146

6.82

23

Above 150%
FPL

41

6.00

Black,
Not Hispanic

At or below
150% FPL

4,928

6.75

451

Above 150%
FPL

1,065

7.44

62
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Table 4.1.1.c CHIP Program Type: State Only Program

North Carolina Health Choice for Children (NCHC)

Age, Race, and Income Crosstab

Characteristics

Number of children

Average number of

Number of disenrollees

ever enrolled months of enrollment
FFY 1998 FFY 1999 FFY 1998 FFY 1999 FFY 1998 FFY 1999
Hispanic
At or below 263 6.41 16
150% FPL
Above 150% 83 6.72 3
FPL
Other
At or below 293 6.74 28
150% FPL
Above 150% 117 7.58 8
FPL
White/
Not Hispanic
At or below 5,312 6.82 403
150% FPL
Above 150% 1,975 7.74 93
FPL
Typeof plan
Fee-for-service 59,542 6.94 2,695
Managed care
PCCM
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Table 4.1.1.d CHIP Program Type: State Only Program
North Carolina Health Choice for Children (NCHC)
Race and Income Crosstab

Characteristics Number of children Average number of Number of disenrollees
ever enrolled months of enrollment
FFY 1998 FFY 1999 FFY 1998 FFY 1999 FFY 1998 FFY 1999
All Children N/A 59,542 N/A 6.94 N/A 2,695
Ethnicity
Alaskan Native/ 1,193 6.99 48
Native America
Asian/ 768 6.56 42
Pacific | slander
Black, 20,720 6.87 1,109
Not Hispanic
Hispanic 3,176 6.20 110
Other 1,783 6.83 126
White/ 31,902 7.07 1,260
Not Hispanic
Countable
IncomeLeve
At or below 150% 41,679 6.79 2,223
FPL
Above 150% FPL 17,863 7.28 472
Ethnicity
and Income
Alaskan Native/
Native America
At or below 831 6.92 40
150% FPL
Above 150% 362 7.14 8
FPL
Asian/
Pacific |slander
At or below 559 6.64 33
150% FPL
Above 150% 209 6.33 9
FPL
Black,
Not Hispanic
At or below 16,137 6.76 965
150% FPL
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Above 150% 4,583 7.24 144
FPL

Hispanic

At or below 2,105 6.18 80
150% FPL

Above 150% 1,071 6.23 30
FPL

Table 4.1.1 CHIP Program Type: State Only Program
North Carolina Health Choice for Children (NCHC)
Age and Income Crosstab

Characteristics Number of children Average number of Number of disenrollees
ever enrolled months of enrollment
FFY 1998 FFY 1999 FFY 1998 FFY 1999 FFY 1998 FFY 1999
Other
At or below 1,183 6.58 99
1509% FPL
Above 150% 600 7.31 27
FPL
White/
Not Hispanic
At or below 20,864 6.89 1,006
150% FPL
Above 150% 11,038 7.42 254
FPL
Typeof plan
Fee-for-service 59,542 6.94 2,695
Managed care
PCCM
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Table 4.1.1.e CHIP Program Type: State Only Program

North Carolina Health Choice for Children (NCHC)

Age, Gender, and Income Crosstab

Characteristics

Number of children

Average number of

Number of disenrollees

ever enrolled months of enrollment
FFY 1998 FFY 1999 FFY 1998 FFY 1999 FFY 1998 FFY 1999
All Children N/A 59,542 N/A 6.94 N/A 2,695
Age
Under 1 106 581 9
1-5 13,829 6.61 433
6-12 31,075 7.08 1,151
1318 14,532 6.97 1,102
Gender
Male 30,039 6.97 1,283
Female 29,503 6.91 1,412
Countable Income
Level*
At or below 41,679 6.79 2,223
150% FPL
Above 150% FPL 17,863 7.28 472
Age, Gender,
And Income
Under 1
Mae
At or below 4 15 4
150% FPL
Above 150% 53 6.0 0
FPL
Femde
At or below 7 6.28 1
150% FPL
Above 150% 42 5.90 4
FPL
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1-5

Made

At or below 3,424 6.42 156
150% FPL

Above 150% 3,730 6.71 92
FPL

Femde

At or below 3,238 6.38 122
150% FPL

Above 150% 3,437 6.90 63
FPL

Table 4.1.1.e CHIP Program Type: State Only Program
North Carolina Health Choice for Children (NCHC)
Age, Gender, and Income Crosstab
Characteristics Number of children Average number of Number of disenrollees
ever enrolled months of enrollment
FFY 1998 FFY 1999 | FFY 1998 FFY 1999 FFY 1998 | FFY 1999
6-12
Male
At or below 12,040 6.94 532
150% FPL
Above 150% 3,786 7.66 76
FPL
Femade
At or below 11,801 6.86 4381
150% FPL
Above 150% 3,448 7.62 62
FPL
13-18
Male
At or below 5,362 6.87 350
150% FPL
Above 150% 1,640 7.62 73
FPL
Femade
At or below 5,803 6.70 577
150% FPL
Above 150% 1,727 7.54 102
FPL
Typeof plan
Fee-for-service 59,542 6.94 2,695
Managed care
PCCM

Developed by the National Academy for State Health Policy Page 4



Table 4.1.1.f CHIP Program Type: State Only Program

North Carolina Health Choice for Children (NCHC)

Ethnicity, Gender, Age, and Income Crosstab (Urban Counties) — Number of Children Ever Enrolled FFY 1999

Population Density: Urban

Countable Income L evel

At or below 150% FPL Above 150% FPL TOTAL
Ethnicity and Gender Underl1| 1-5| 6-12( 13-18| Tota | Underl| 1-5| 6-12| 13-18 Total
Alaskan Native/Native American 0 9 40 18 67 0 8 10 4 22 89
Male 0 4 20 7 31 0 4 8 3 15 46
Female 0 5 20 11 36 0 4 2 1 7 43
Asian/Pacific |slander 0 87 250 123 460 0 68 71 35 174 634
Male 0 40 130 68 238 0 34 35 22 91 329
Female 0 47 120 55 222 0 34 36 13 83 305
Black, Not Hispanic 2] 1,169 | 5,996 2,945 | 10,112 15| 978 1,293 651 2,937 13,049
Male 1 577 2,935 1,400 [ 4,913 8| 495 665 308 1,476 6,389
Female 1 592 | 3,061 1,545 | 5,199 7| 483 628 343 1,461 6,660
Hispanic 1 498 720 186 1,405 13| 456 186 54 709 2,114
Male 1 251 351 96 699 8| 227 105 32 372 1,071
Female 0 247 369 90 706 5| 229 81 22 337 1,043
Other 0 103 431 179 713 0] 138 162 77 377 1,090
Male 0 60 232 82 374 0 76 89 34 199 573
Female 0 43 199 97 339 0 62 73 43 178 517
White/ Not Hispanic 6| 1,963 6,326 2,733 | 11,028 33| 2,32 2,369 1,017 5,747 16,775
8
Male 11,017 | 3,229 1,341 | 5,588 18 | 1,24 1,212 500 2,975 8,563
5
Female 5 946 | 3,097 1,392 5,440 15| 1,08 1,157 517 2,772 8,212
3
All Ethnicities 91 3,829 | 13,763 6,184 | 23,785 61| 3,97 4,091 1,838 9,966 33,751
6
Male 3] 1,949 6,897 2,994 | 11,843 34 | 2,08 2,114 899 5,128 16,971
1
Female 6| 1,880 | 6,866 3,190 | 11,942 27| 1,89 1,977 939 4,838 16,780
5
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Table 4.1.1.g CHIP Program Type: State Only Program
North Carolina Health Choice for Children (NCHC)
Ethnicity, Gender, Age, and Income Crosstab (Rural Counties) — Number of Children Ever Enrolled FFY
1999

Population Density: Rural

Countable Income Level*

At or below 150% FPL Above 150% FPL TOTAL

Ethnicity and Gender Underl| 1-5| 6-12| 13-18 Total [ Under1 | 1-5| 6-12| 13-18| Tota
Alaskan Native/Native American 1| 147 411 205 764 1 126 131 82 340 1,104
Male 0 75 215 100 390 1 78 64 39 182 572
Female 1 72 196 105 374 0 48 67 43 158 532
Asan/Pacific |lander 0 13 63 23 99 0 17 12 6 35 134
Male 0 6 35 6 47 0 8 6 3 17 64
Female 0 7 28 17 52 0 9 6 3 18 70
Black, Not Hispanic 1| 640| 3401 1,983 6,025 5 514 713 414 | 1,646 7,671
Male 1 313 | 1,706 930 2,950 3 267 370 195 835 3,785
Female 0 327 1,69 1,053 3,075 2 247 343 219 811 3,886
Hispanic 0 240 383 77 700 0 244 89 29 362 1,062
Male 0 126 207 40 373 0 123 51 17 191 564
Femae 0 114 176 37 327 0 121 38 12 171 498
Other 0 72 284 114 470 3 83 97 40 223 693
Male 0 35 156 53 244 1 46 55 22 124 368
Female 0 37 128 61 226 2 37 42 18 99 325
White/ Not Hispanic 0] 1,721 5,536 2,579 9,836 25 | 2,207 2,101 958 [ 5,291 15,127
Male 0 920 2,824 1,239 4,983 14 | 1,127 1,126 465 | 2,732 7,715
Female 0 801 | 2,712 1,340 4,853 11 | 1,080 975 493 | 2,559 6,412
All Ethnicities 21 2,833 | 10,078 4,981 17,894 34 | 3191 3,143 1529 | 7,897 25,791
Male 1| 1475| 5,143 2,368 8,987 19 | 1,649 | 1,672 741 | 4,081 13,068
Female 1(1358]| 493 2,613 8,907 15 | 1,542 1,471 788 | 3,816 12,723
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4.1.2 How many CHIP enrollees had accessto or coverage by hedlth insurance prior to
enrollment in CHIP? Please indicate the source of these data (e.g., gpplication form,
survey). (Section 2108(b)(1)(B)(i))

Among all children enrolled in NCHC at some point during thefirst year of the program

(the“ever-enrolled”), data from the M edicaid digibility files (Division M edical Assistance Decision
Support Data War ehouse (DRIVE) & NC Department of Health and Human Resour ces Eligibility | nfor mation

System) indicate that 38.48% (22,912 children) came directly from the Medicaid program
(defined as having 31 days or less between thelast covered day on Medicaid and the first
covered day on NCHC). Another 43.59% (25,951 children) had had M edicaid cover age at
some point during their lives, but it isnot known how many of these children had other forms
of insurance between their Medicaid and NCHC coverage. Only 17.93% (10,675 children) of
the ever-enrolled were never covered by NC Medicaid, and werethus either uninsured,
cover ed by other types of insurance, or wereon Medicaid in another state prior to their
enrollment in NCHC.

Analysis of survey data for a sample of NCHC enrollees (survey conducted by Cecil G.
Sheps Center for Health Services Research at the University of North Carolina at Chapel
Hill) providesfurther information on insurance cover age prior to NCHC enrollment. Among
aurvey children who did not come directly from M edicaid to NCHC, 45% had at least one
parent with health insurance cover age through work. However, the extent to which this
coverage representstrue access to health insurance for the children isunknown, as data were
not collected on whether dependent cover age was available and, if it was, whether the cost of
adding dependents was r easonable.

Among the respondentsto the survey, 197 (14.6%) reported that the most r ecent
insurance their child had had prior to NCHC was insurance obtained through a parent’swork.
The majority (71%) of children that had been previoudy covered through a parent’swork lost
that coverage because the parent changed or lost their job. Others(8.1%) lost coverage
because the parent’s employer had dropped the health insurance.

Only 25 respondentsto the survey (1.9%) reported that the most recent insurance their
child had had prior to NCHC wasinsurancethat the parent had bought on hisor her own.
Twenty-three of the 25 reported that they dropped this cover age because it was too
expensive.

(Rebecca T. Sifkin, Ph.D.

Director, Program on Health Care Economics and Finance
Cecil G. Sheps Center for Health Services Resear ch

CB #7590, 725 Airport Road

Chapd Hill, N.C. 27599-7590

413  What isthe effectiveness of other public and private programs in the State in increasing
the avalability of affordable quaity individua and family hedth insurance for children?
(Section 2108(b)(1)(C)) N/A
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4.2Who disenralled from your CHIP program and why?

Reenrollment began at October 1, 1999 (ffy 2000) and will be dealt with in the ffy2000 report.
Thedisenrollmentswe havefor ffy 1999 arethe incidental disenrollments as families move,
children age, etc. Those results ar e shown below.

42.1 How many children disenrolled from your CHIP program(s)? See Table 4.1.1 Please
discuss disenrollment rates presented in Table 4.1.1. Was disenrollment higher or
lower than expected? We have no data to compar e or to make projections. How
do CHIP disenrollment rates compare to traditional Medicaid disenrollment rates?

4.2.2 How many children did not re-enroll a renewa? How many of the children who did
not re-enroll got other coverage when they left CHIP? Reenr ollment began at October 1, 1999 (ffy
2000) and will be dealt with in the ffy2000 report. Thedisenrollmentswe havefor ffy 1999 are
theincidental disenrollments as families move, children age, etc. Those results are shown
below.
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4.2.3 What were the reasons for discontinuation of coverage under CHIP? (Please specify
data source, methodologies, and reporting period.)

Table 4.2.3

Reason for Medicaid State-designed CHIP Other CHIP Program*

discontinuation of CHIP Expansion Program Program

coverage
Number of Percent of | Number of Percent of | Number of Percent of
disenrollees total disenrollees total disenrollees total

Total N/A 2695 100% N/A

Access to commercial 387 14.4%

insurance

Eligiblefor Medicaid 898 33.3%

Income too high 40 1.5%

Aged out of program 305 11.3%

Moved/died 218 8%

Nonpayment of premium 16 5%

Incomplete 114 4%

documentation

Did not reply/unable to 29 1%

contact

Other (specify) 17 .06%

No longer living with

caseload

Other (specify) 27 1%

No longer living with

caseload asplacedin

foster care

Other (specifiy) child 2 .07%

became SSI

Other (specifiy) 151 5.6%

terminated at caseload’'s

request

Other (specify) 5 1%

Resident Public

distribution

Other (specify) changein 4 4%

agency policy; client

notified

Don’t know 482 17%

*Make a separate column for each “other” program identified in section 2.1.1. To add acolumnto a
table, right click on the mouse, sdlect “insert” and choose “column’”.
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4.2.4

What stepsis your State taking to ensure that children who disenroll, but are il digible, re-

enroll? Our reenrollment period did not begin until the beginning of FFY 2000. We expect
to be able to provide afull andysis at the time of the FFY 2000 report.

4.3 How much did you spend on your CHIP program?

43.1
1998 and 19997
FFY 1998 0
FFY 1999 $42,325 591

What were the total expenditures for your CHIP program in federd fiscd year (FFY)

Please complete Table 4.3.1 for each of your CHIP programs and summarize
expenditures by category (total computable expenditures and federa share). What
proportion was spent on purchasing private heath insurance premiums versus
purchasing direct services?

In order to facilitate the transmittal of funds between The NC Division of

M edical Assistance (DM A) and the State Employees Health Plan, DM A pays

ape member per month fee, allowing the State Employees Health Plan to

have an oper ating budget from which to pay claims. NCHC is a fee-for-service

entity. Therefore, thefollowing tablereflects the claims payment history of

the program not actual paymentsfor premiums.

Table 4.3.1 CHIP Program Type

Type of expenditure Total computable share Total federal share
FFY 1998 FFY 1999 FFY 1998 FFY 1999
Total expenditures 0 0
Premiumsfor private 0 ENROLLMENT | O
health insurance (net of FEE Collections
cost-sharing offsets)*
$813,825.11
Fee-for-service
expenditures (subtotal)
Inpatient hospital services $5,445,016 0 $4,037,479.36
Inpatient mental health $98,413 0 $72,973.24
facility services
Nursing care services $6,318 0 $4,684.80
Physician and surgical $5,786,018 0 $4,290,332.35
services
Outpatient hospital $9,616,161 0 $7,130,383.38
services
Outpatient mental health $880,180 0 $652,653.47
facility services
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Prescribed drugs $2,412,349 0 $1,788,756.78
Dental services $2,322,682 0 $1,722,268.70
Vision services $227,328 0 $168,563.71
Other practitioners Hearing Aid Fitting | O Hearing Aid
Services $15,666;foot surgery Fitting
$23,460; $11,616.34; Foot
Anesthesia urgery
546,964,; Surgery $17,395.59;
2,306,636 Anesthesia
$405,573.81;
Surgery
$1,710,370.59
Clinic services 0 0
Therapy and rehabilitation $190,122 physical 0 $140,975.46
services ther apy physical
$63,620 speech therapy;
therapy $47,174.23
speech therapy
Lab(?ralory and radiological $1,022,985 0 $758,543.38 |ab;
Services lab,$1,577 radiation radiation
therapy, therapy
radiology $816,488, $1,169.35;
pathology $105,257 radiology
$605,425.85;
pathology
$78,048.07
Durable and disposable $346,592 0 $256,997.97
medical equipment
Family planning 0
Abortions 0 0
Screening services Hearing $75,137 0 Hearing
Immunizations $55,714.09;
$63,956 I mmunizations
$47,423.37
Home health $17,895 0 $13,269.14
Home and community- $45,102 0 $33,443.13
based services
Hospice 0 0
Medical transportation $17,080 0 $12,664.82
Case management 0
Other services $105,087 0 $77,922.01
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4.3.2 What werethetotd expenditures that applied to the 10 percent limit? Please complete Table
4.3.2 and summarize expenditures by category.
What types of activities were funded under the 10 percent cap? Outreach, County

Administrative Costs, general administrative costs (DHHS, State Employees Health Plan &

Blue Cross and Blue Shield of North Carolina)

What role did the 10 percent cap have in program design? We limited our outreach
efforts to community activity rather than broadcast media and used the existing infrastructure
rather than to create any new bureaucratic syssemsor positions.

Table 4.3.2
Type of expenditure Medicaid State-designed Other CHIP Program*
Chip Expansion Program | CHIP Program
FY 1998 FY 1999 FY 1998 FY 1999 FY 1998 FY 1999

Total computable share

Outreach $500,000
(State
General
Fund)
+$200,000
from Public
Health

Administration $4,209,511

Other_Duke Endowment $300,000

Grant: Robert Wood Duke

Johnson Grant__ $355,986.
RWJ

Federal share

Outreach $370,750
(SCHIP) +
$100,000
from
Medicaid

Administration $3,121,352

Other Duke Endowment $150,000
(Medicaid
match)

*Make a separate column for each “other” program identified in section 2.1.1. To add acolumnto a
table, right click on the mouse, sdlect “insert” and choose “column”.
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4.3.3 What were the non-Federa sources of funds spent onyour CHIP program (Section
2108(b)(1)(B)(vii))

__X_ State appropriations

___ County/loca funds

____Employer contributions

__X_Foundation grants NCHC received grants from the Robert Wood Johnson
Foundation for testing successful outreach strategies ($355,986.) and from the Duke
Endowment for outreach to minority populations ($150,000).

____Private donations (such as United Way, sponsorship)

__X_Other (specify) Enrollment fee

4.4  How are you assuring CHIP enrollees have access to care?

44.1  What processes are being used to monitor and eval uate access to care received by
CHIP enrollees? Please specify each ddivery system used (from question 3.2.3) if
gpproaches vary by the delivery system within each program. For example, if an
gpproach is used in managed care, pecify ‘MCO.” If an approach isused in fee-for-
sarvice, specify ‘FFS.” I an gpproach is used in a Primary Care Case Management
program, specify ‘PCCM.’
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Table 4.4.1

Approaches to monitoring access | Medicaid CHIP State-designed CHIP Program Other CHIP
Expansion Program*
Program

Appointment audits

PCP/enrolleeratios

Time/distance standards

Urgent/routine care access

standards

Network capacity reviews (rural

providers, safety net providers,

specialty mix)

Complaint/grievance/ DMA monitorsinformal complaints

disenroliment reviews and grievances and worksin
conjunction with the State
Employees Health Plan asa plan
manager to correct/resolve if
possible any problems asthey
arise. DMA isin the process of
conducting a survey of those who
failed to reenroll in the program
during ffy2000 as part of its effort
to determine customer satisfaction
with the program.

Casefilereviews

Beneficiary surveys The Division of Medical Assistance
has contracted with the University
of North Carolina at Chapd Hill to
conduct accessto care surveysof a
sample of beneficiaries.

Utilization analysis (emergency Through Blue Cross/Blue Shidld

foom use, preventive care Use) files, DMA is monitoring utilization
in avariety of areasincluding
emer gency room, preventive care,
and visits by certain diagnostic
codesto monitor accessto special
needs services
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Other (specify) Special Needs
Children_

Thetask of monitoring and
evaluating accessto carefor
children with special health care
needsin the fee-for-service
structure of NC Health Choice for
Children ischallenging. Unlike
managed car e arrangements,
children are not necessarily linked
to amedical home. Familiescan
choose their own doctorsand may
not choose one that is board-
certified or who has pediatric
experience.

Because the cor e benefit package
in NC Health Choicefor Children is
very rich, most children with special
health care needs have their health
needs fully met within the core plan
and may never need wraparound
services. We monitor service
utilization of children usng alist of
approximately 100 selected 1CD-9
codes. Preliminary dataruns
indicate that 11 % of children
enrolled in Health Choice have one
of thediagnoses on thelist and can
be considered to have a special
health care need, afigurethat isin
linewith most national prevalence
estimates. Using this mechanism
we have looked at inpatient and
outpatient services by income level.
I'n ffy 2000 the assessment plan will
berefined to reflect utilization by
diagnosis and mor e detailed
prevalence data.

Other (specify)

Other (specify)

*Make a separate column for each “other” program identified in section 2.1.1. To add acolumnto a
table, right click on the mouse, sdlect “insert” and choose “column”.

* %
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4.4.2 What kind of managed care utilization data are you collecting for each of your CHIP
programs? If your State has no contracts with hedlth plans, skip to section 4.4.3.
North Caroalina has no contracts with health plans.

Table 4.4.2

Type of utilization data

Medicaid CHIP Expansion
Program

State-designed CHIP
Program

Other CHIP Program*

Requiring submission of raw __Yes __ No __Yes __ No __Yes __ No
encounter data by health plans

Requiring submission of aggregate | Yes __ No ___Yes __No ___Yes __No
HEDI S data by health plans

Other (specify) Yes No Yes No Yes No

*Make a separate column for each * other” program identified in section 2.1.1. To add acolumnto a
table, right click on the mouse, sdlect “insert” and choose “column”.

443  Wha information (if any) is currently available on accessto care by CHIP enrolleesin
your State? Please summarize theresults. Currently only BCBS utilization
records are available. The Sheps Center survey that isunderway isdescribed

in44.4

444  What plans does your CHIP program have for future monitoring/evauation of access
to care by CHIP enrollees? When will data be available?
A study is underway at the Cecil G. Sheps Center for Health Services Resear ch at the

University of North Carolina at Chapd Hill that will provide infor mation on access to care by

NCHC enrollees. Study resultswill be availablein the spring of 2001. The study consists of

two waves of surveys. Thefirst wave, which has alr eady been completed, asks par ents of

children newly enrolled in NCHC questions about their child’s health status, health care

experience, and access to care before enrollment in NCHC, in order to establish basdine

data. The second wave, which will be conducted in the early summer of 2000 will resurvey the

same individuals about their child’'s experience since enrollment in the NCHC program. The

survey assesses whether or not the enrolled child has a medical home, when the child last had

a check up, and emergency room utilization. |In addition, questions specifically ask:

Werethere any times you thought your child needed medical care but she couldn’t get it?

Why?

Werethere any times you thought your child needed dental care but she couldn’t get it?

Why?

Werethere any times a medicine was prescribed for your child but you could not get the

medicine? Why?

Werethere any times a health care provider refused to carefor your child? Why

Werethereany timesthat a health care provider recommended follow-up carefor your

child that you could not get? Why?
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45  How are you measuring the qudlity of care received by CHIP enrollees?

451  What processes are you using to monitor and evaluate quality of care received by
CHIP enrollees, particularly with respect to well-baby care, well-child care, and
immunizations? Please specify the gpproaches used to monitor quaity within eech
ddivery system (from question 3.2.3). For example, if an gpproachisused in
managed care, specify ‘“MCQO.” If an gpproach is used in fee-for-service, specify
‘FFS. If an approach isused in primary care case management, specify ‘PCCM .’

Table4.5.1

Approaches to monitoring
quality

Medicaid CHIP
Expansion Program

State-designed CHIP Program

Other CHIP Program

Focused studies (specify)

Statewide study
underway on asthma no
results yet

Client satisfaction surveys

Client satisfaction
survey underway no

resultsyet
Complaint/grievance/ Disenrollment survey
disenrolIment reviews underway on
reenrollment eligibles
for year 2000

Sentinel event reviews

Plan site visits

Casefilereviews

Independent peer review

HEDIS performance
measurement

Other performance
measurement (specify)
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Other (specify) Special Needs Thefirst year was spent
developing a quality
assurance survey for
children with special
needsthat will be
implemented during fall
2000. Thiswill compare
children in NCHC,
Medicaid and the State
Employee Health Plan
to assess health status
and satisfaction with
health care. Survey

results will be
reportable during ffy
2001.

Other (specify)

Other (specify)

*Make a separate column for each “other” program identified in section 2.1.1. Toadd acolumntoa
table, right click on the mouse, sdlect “insert” and choose “column”.

45.2 What information (if any) is currently available on qudity of care received by CHIP
enrolless in your State’? Please summarize the results.

Utilization reports by Blue Cross Blue Shieddd. We know that our fee for service program
utilization is equivalent to the State Employees Plan, a little lessthan M edicaid.
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453  What plans doesyour CHIP program have for future monitoring/evaluation of quaity
of carereceived by CHIP enrollees? When will data be available?

The Consumer Assessment for Health Plans Survey (CAHPS) will be administered to a
random sample of Health Choice enrollees representing all areas of the State. The Division of
M edical Assistance has contracted with the University of North Carolina-Charlotteto
administer the survey and to analyze and report the survey results. The survey will look at
patient satisfaction and accessto primary and specialty care among Health Choice enrollees
aswell as compar e patient satisfaction with Medicaid Managed Car e Programs and Fee for
Service M edicaid. Additionally, the survey will test specific guestions regarding the
identification of Special Needs Children through a cooper ative project between UNC-CH,
UMASS, and DMA. A random sample of 1200 Health Choice enrollees from across the State
has been extracted. From this sample, UNC-CH will obtain 400 completed surveys needed for
avalid study and is necessary dueto the challenges of obtaining valid phone numbers and
mobility of enrollees at thetimethe sampleisdrawn. The questions being tested for the
identification of Special Needs children will be used for resear ch purposes only and will not
affect theintegrity of the survey in determining patient satisfaction. Accessto careissuesare
incor porated into the survey questions. The access questions involve the enrollees

per ception regarding the ease/difficulty in getting appointments for routine, sSick and specialty
care. Theresults should be completed by fall, 2001.

454 Please attach any reports or other documents addressing access, qudlity, utilization,
costs, satisfaction, or other aspects of your CHIP program’s performance. Pleaselist
attachments here.

Blue Cross Blue Shield utilization reports.
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SECTION 5. REFLECTIONS

This section is designed to identify lessons learned by the State during the early implementation of its
CHIP program as well asto discuss ways in which the State plans to improve its CHIP program in the
future. The State evauation should conclude with recommendations of how the Title XXI program
could be improved.

5.1 What worked and what didn’t work when designing and implementing your CHIP program?
What |lessons have you learned? What are your “best practices’? Where possible, describe
what evauation efforts have been completed, are underway, or planned to analyze what worked
and what didn’t work. Be as specific and detailed as possible. (Answer al that apply. Enter
‘NA’ for not gpplicable.)

511 Eligibility Determination/Redetermination and Enrollment

One of the best agpects of our digibility deter mination/r edeter mination and enrollment
processes was our simplified two-page application form (in English and Spanish) which could
be mailed in and our ability to accept applications at other non-traditional sites, such as health
departments. Our seamless application process for Medicaid and Health Choice allowed by
thisform worked very smoothly. During ffy 1999 we distributed 1.5 million of these forms.
We are currently in the process of refining our reenrollment strategies. We are also currently
examining our income verification guidelines for the salf-employed to seeif changes can be
made to simplify these requirements.

51.2 Outreach

We ar e congtantly working to refine our outreach program. We have found that 69-70% of
our children come from below 150% of the federal poverty level. Weattributethat to a
number of things: 1) with 44% of the birthsin North Carolina paid for by Medicaid, we have a
large number of customers satisfied with publicly supported health insurance. 2) our first year
outreach efforts wer e concentrated on those who had already been through meanstested
programs — subsidized day care, WIC, Head Start and other programs. 3) 69% of the
enrollees heard about the program through county social services offices who aggr essively
targeted Medicaid graduates. We have been less successful in reaching out to those over
150% of the federal poverty level. Wethink thereasonsfor thisinclude our enrollment fee
(the leading cause for denial of applications was failureto pay the enrollment feg), the fact
that self-employed people are required to present a year’sworth of businessrecords, that in
our first year we only began outreach to business. We are currently in the process of
refocusing our outreach efforts on business and higher income familiesto seeif we can find
ways to make the program mor e attractive to them. We have found that the grassroots

appr oach to outreach hasworked well. A personal contact, especially from an individual or an
agency with whom the family already has a high trust level produced the best results. Broad-
based media approaches wer e not very productive.
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513 Benefit Structure

The ben€fit structure of NCHC for Children isone of its mogt attractive features from the

per spective of both the recipient and provider of services. Our reimbursement rates
especially in the area of dental care have prompted more dentists to willingly take NCHC for
Children members. Thefact that the program mirrors both the ben€fit plan for state
employees and teachers and M edicaid, with additional benefitsfor dental, vision and hearing
makes the benefit structure very successful. Plansfor the year 2000 include the addition of a
preventive mental health benefit for children —the provision of rembursement for up to six
undiagnosed mental health preventive/early intervention visits so that children may access
providerswithout stigma. The providers advisory panel to the program constantly assesses
any change in benefits structur e needed for the general population while the Special Needs
Commission assesses any needed changes for the Special Needs Population and worksto
address unique needs of individual families.

514 Cogt-Sharing (such as premiums, copayments, compliance with 5% cap)

Failureto pay the enrollment feeisthe number one reason for denial of application —
approximately 30% of the applicationsthat are denied are denied for thisreason. The
program requires a $50 enrollment fee for one child and an $100 fee for two or more children
for families above 150% of the federal poverty level. Some thought isbeing given to finding
alternative waysto allow payment rather than the lump sum at enrollment. Copayments have
not been a problem in theprogram No member hasyet reached the 5% cap.

515 Delivery System

NC Health Choicefor Children isatraditional indemnity program with any willing provider
participation. In general, most members seem very happy with this agpect of the program.
We have received calls both from providers and members who are unfamiliar with this
approach and the fact that we have no pand of providers. Providers either want to know how
to sign on to the program or how to find a specialist to whom to refer a child. Members want
to know which doctorsor dentigtsin their community take NCHC patients. We do provide by
phone, lists of those who have billed NCHC for service and have explained to providersthat if
they ever take state employees or teachersthey use the same methodsfor billing. Thishas
been one of the biggest educational processesin this system.

5.1.6 Coordination with Other Programs (especialy private insurance and crowd-out)

The NC Health Choice program isworking on development of a mechanism to identify
children with special needs. The purpose of thisidentification isthree-fold: 1) to identify
children who may need additional services not covered under thetraditional NC Health
Choice service package; 2) to monitor the services received by children with special health
needsto ensurethat they are receiving appropriate services, and 3) to identify children who
may need service coordination and/or emer gency respite care. Implementation of the
mechanism will be a collabor ative effort between the Division of Public Health, the North
Carolina Division of Medical Assistance, the NC State Employees Health Plan, and Blue
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Cross Blue Shigld of North Carolina.

Children with special health needs are currently being identified based on an analysis of 1CD-
9 codes contained in the Health Choice claims system. However, the NC Commission on
Children with Special Health Needsistrying to develop a mor e compr ehensive system based
both on sdf-identification by family members and an analysis of functional status.

M ost of the services provided to children with special health needs are covered under the
cor e benefits of the NC Health Choice program. However, North Carolina also has a process
to enable children with special health needs to obtain additional services not otherwise
covered under the plan. Servicesfor children with special health needs that have been
rejected by the traditional NC Health Choice program ar e reviewed by the M edical Director
for the Children and Youth Branch of the Women’s and Children’s Health Section for possible
coverage. From October 1, 1998 to January 1, 2000, the Children’s and Youth branch has
covered $162,872.58 (as of January 1, 2000) in additional services for children with special
health needs. Such servicesinclude: augmented whed chairs, programmable hearing aids,
and therapy services (speech, occupational and physical therapy) that exceed traditional
coverage limitations.

517 Evauation and Monitoring (including data reporting)

North Carolina hasworked hard thisyear to get our datareporting up to date. The impact of
Y 2K and a number of natural disasters hindered some of our efforts (thiswill be particularly
noticeable in the ffy2000 report when the three hurricanes and subsequent flooding in
September, 1999 sever dy impacted several areas of our program, particularly our computer
systems). Thefact that NCHC for Children isdesigned as a bridge between M edicaid and
the Division of I nformation Systems and EDS Federal and the Blue Cross Blue Shield system
made this portion of the program particularly challenging. Assuring that data crossed
computer sysemsintact and that competing computer systems conver sed required a great
deal of administrative time, effort and money. For example, the need to divert resourcesto

Y 2K and subsequently to HIPPA reporting requirements have thrown a number of desired
reports out of sequence or delayed them for monthsat atime. Despite these problems, the
program is being monitored and needed corrections are being made on atimey manner. In an
ideal world now that there has been ddinking of M edicaid and welfare, there should be one
insurance-based computer system allowing program flexibility and rapid response. Weare

not thereyet.

5.1.8 Other (specify)

5.2  What plans does your State have for “improving the avalability of hedth insurance and
hedlth care for children”? (Section 2108(b)(1)(F))
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Currently the administration is consdering an expansion of our S-CHIP plan to 300% of
the federal poverty level with afull cost buy-in available over 300 % . Hereisashort
description of the concept:

1 Expand NCHC for Children to 300% of poverty using graduated
premiums between 200% to 300%. The current benefits package,
delivery system, reimbur sement rates and enrollment system would
remain in place. Allow families above 300% to buy in at full cost.

2. Waive the waiting period requirement for children with special health
care needs as defined in the children’s health insurance legidation.
Whiletherationale for the waiting period isto deter crowd out, the
heaviest burden of therule falls on families who have made the greatest
sacrificeto purchase high-priced, inadequate insurance for their special
needs children. Thesefamilies cannot sustain therisk of leaving their
vulnerable children uncovered for even 60 daysfor fear of incurring a
catastrophic medical bill.

3. Make Medicaid and NCHC seamless. All publicly sponsored children’s
health insurance programsto have one name with one Swipe Card.
Reimbursed rates, provider payments and funding sour ces would be
back office electronic information management activities. Patientsand
familieswould not need to know which funding sour ce paid their bill.
The Swipe Card would carry that information for the providersand
payers. Benefitsand providerswould bethe same. All children would
have access to a compr ehensive publicly sponsored health insurance
program, or the private insurance of their choice.

In addition, on July 1, 2000 NCHC for Children will begin offering a preventive mental
health/early inter vention benefit that will allow up to six undiagnosed mental health visits
annually, effectively a mental health check up. The purpose of this benefit isto permit
families, schools and health care providersto have a child examined for potentially dangerous
mental health problemswithout attaching the accompanying stigma of a diagnosis.

5.3  What recommendations does your State have for improving the Title XXI program? (Section
2108(b)(1)(G))

The Title XXI program by allowing states to meet the needs of children on a state-by-state
basis effectively provides care close to home for working families. The successful
future of the program will depend largely on the extent to which flexibility can continue,
demandsfor extraneous paperwork are hed to a minimum and restrictive regulations
arerestrained. Although the concept of the 10% cap for administration isbased on a
laudable goal, when it comesto start-up costs and the initiation of aggressive outreach,
it isunrealigic. Either Congress needsto revisit the 10 % cap or make a provision to
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assig statesin aggressively marketing both the SSCHIP program and, separately,
Medicaid for children. A fully federally financed national media campaign to support
publicly financed health insurance including product placement within television
programming (e.g. E.R. and Chicago Hope) would be a plus. S-=CHIP isnot Medicaid
and rulesfor it need to be constructed separately. By the same token, because having a
population with health insuranceis a postive public policy target, serious consider ation
needsto be given to affording a publicly sponsored outreach campaign on why it is
important to have health insurance for children whatever the family’sincome level or
circumstances. Such aprovison would aid recruitment effortsfor all public and private
health insurance programs. The federal government also needsto allow state-only
plans (such as North Carolina) to participate in the Vaccinesfor Children program.

Developed by the National Academy for State Health Policy Page 74



